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Tue problem of late charge losses has been success- 
fully eliminated in hospitals served by TelAutograph 
Telescriber Systems. This method of instant handwrit- 
ten communication assures late charge control. 





The floor nurse, on receipt of discharge instructions, 
telescribes patient’s name, room or ward and dismissal 
time to all departments. This notification enables X-ray, 
Pharmacy, Diet Kitchen, etc., to telescribe immediately 
all outstanding charges to the Business Office. In this 
way all charges are in—the patient pays his bill in 
full—the hospital suffers no loss. 








To learn more about how a TelAutograph Telescriber 
System can serve your hospital by controlling late 
charges, aiding in out-patient channeling and assisting 
in general filing procedures, write Dept. A-8. Specific 
literature pertaining to the hospital field will be sent 
to you without obligation. 





When writing for information ask 
for details on the newest tele- 
scriber feature—simulated forms 
on your hospital's ielescriber trans- 
ceivers. 
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TelAutograph corporation —_— 
16 W. 61st Street, New York 23, N. Y. mec 


Handwritten Messages Deliver Themselues... While You Write" ‘a 
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New “AMERICAN” Laundry 


CUTS WORK WEEK 8 HRS... 
WITH 4 LESS OPERATORS 


at Peralta Hospital, Oakland, Calif. 


Efficiency-minded management of 150-bed Peralta Hospital 
modernized the laundry department with high-production, 
labor-saving AMERICAN equipment. 
Our Laundry Advisor worked closely with Hospital officials ; 
making a complete survey of the clean linen requirements 
. recommending new equipment necessary . . . submitting 
a floor plan layout of the laundry department. 
Adoption of our Laundry Advisor’s recommendations bene- 
fited the Hospital in the following ways: reduced work 
week 8 hours ...4 less operators needed ... less 
floor space required ... lowered costs ... linens re- 
turned to service in shorter time ... better quality 
work. 
The services of our Laundry Advisor are available to hos- 
pitals, large or small, without any cost or obligation 
whatever. He will make a survey to determine the best 
Merely pressing buttons automatically unloads washed work method of solving your particular laundry problem . . . sub- 
from CASCADE Automatic Unloading Washer into NOTRUX mit a suggested floor plan layout to assure fast, economical 
Extractor Containers in less than a minute, at Peralta Hos- flow of work through the laundry. WRITE TODAY... 


pital. Automatic Control (at operator's left) takes washer for our Laundry Advisor to call at your convenience 
through complete load cycle without attention from operator. y 


REMEMBER ... Every Department of Your Hospital Depends 
on the Laundry. 


The 


ANIERIGAIN 


LAUNDRY MACHINERY CoO. 


CINCINNATI 12, OHIO 


TRUMATIC Folder at de- 
livery end of SUPER- 
SYLON Flatwork Ironer 
automatically quarter- 
folds large linens 
lengthwise, enabling 

loads are changed in NOTRUX Extractor by only one receiving op- 

means of push-button operated electric hoist. erator to cross-fold and 

Eliminates manual handling of work, saves stack all work. 

time and labor in loading and unloading Ex- 

tractor, 
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-Y ACTIVITIES on behalf of the 
American Hospital Associa- 

tion began during the early days 
of the month with the afforded 
privilege to attend and represent 
our membership at the annual 
meeting of the Catholic Hospital 
Association in Philadelphia, the 
36th annual convention of this 
great organization. The opening 
session was presided over by the 
Right Reverend Monsignor John R. 
Mulroy, who delivered his presi- 
dential message, which was fol- 
lowed by an excellent keynote ad- 
dress presented by the Most Rev- 
erend Hugh L. Lamb. The after- 
noon, too, furnished the back- 
ground for the presentation of a 
plaque to the Pennsylvania Hospi- 


tal in commemoration of the 200th 
anniversary of the founding of this 
institution, which our own John 
Hatfield has directed so ably and 
well for a number of years. 


My TOPIC on the program was 
“The Place of the Voluntary Hos- 
pital in the Emergency.” I did not 
limit myself to the association of 
the implication of an emergency to 
the present world situation and 
proposed plan to combat the haz- 
ards of atomic bombing. I pre- 
ferred, instead, to approach this 
topic in a broader and historical 
sense, describing the hospital in 
the light of its achievements, tra- 
ditions and history as an agency 
which has demonstrated on many 








"the edge of sterilization”. 





Introducing the NEW 
INFORM CONTROLS 


AN AID IN CONTROL 
OF INFANT DIARRHEA 


Terminal processing of formula at 230° re- 
quires a time factor of 10 minutes. Such a 
short period is recommended because of 
possible damage to the milk. The danger 
in use of such a short 10 minute exposure 
(general autoclaving requires 30 minutes) 
can be offset by use of new Inform Con- 
trols. Thus if the milk is slow in heating in- 
side the bottles Informs will tell you. If your 
autoclave is not highly efficient and ther- 
mometer is incorrect Informs will tell you. 


In general you will find Informs as neces- 
sary as Diacks because you are working on 


Samples upon Request— 
from your dealer or— 
from the manufacturer 


SMITH & UNDERWOOD 
1845 N. MAIN ST., ROYAL OAK, MICH. 
Sole Manufacturers Diack and Inform Controls 
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occasions its ability to cope with 
catastrophic situations. I presented 
some evidence of just how the hos- 
pital has demonstrated its value 
not only in war but in peacetime 
disasters, such as floods, explosions, 
railroad wrecks and the Cocoanut 
Grove fire. These are but some of 
the familiar examples of demon- 
strated hospital values in times of 
great stress. My remarks furnished 
an opportunity to dwell on the 
need for greater acquaintance on 
the part of the public of just how 
essential our hospitals are as great 
protective agencies, not only in 
meeting the constant hazards of 
illness but as educational centers 
training various individuals for the 
purpose of being qualified to prac- 
tice in their respective fields and 
to solve the many problems in- 
volved in unpredictable illness. 


Waar HOSPITALS have done to 
contribute to the furtherance of 
knowledge and the part they have 
played and are continuously play- 
ing in the research field is too little 
understood by the American peo- 
ple. If I were challenged to express 
the one great need and obligation 
of those responsible for the policies 
of our hospitals, it would be to 
further this understanding. This, I 
am sure, would result in great ma- 
terial benefit to the institution so 
close to our hearts. 


I HAD OCCASION during the past 
month to deliver a graduation ad- 
dress to a group of more than 60 
dental hygienists representing the 
first two-year class of the Forsyth 
Dental Infirmary of Boston. This is 
one of the leading institutions in 
this field, generously endowed by 
the Forsyth brothers, great bene- 
factors of the city of Boston. In 
welcoming this group into the 
ranks of public health and medi- 
cine, I traced a picture of evolution 
in the field of public health and 


HOSPITALS 
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Positive Prote 
of Infant Form 


YOU CAN HELP PREVENT the spread of disease germs 


from Formula Room to Nursery by making Terminal 


Sterilization standard procedure in the preparation of infant 


formula. This newer, safer method produces and maintains 


bacteriologically safe formula... eliminates the Formula Room 


as a source of infection. For up-to-date information about 


Terminal Sterilization and how it can work for you... write to 


Pet Milk Company, 1480-H Arcade Building, St. Louis 1, Missouri. 


. SERVING THE 
PROFESSIONAL MEN AND 
WOMEN WHO PROTECT 
THE NATION’S HEALTH 


Vv 
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Pet Milk Laboratories conducted 
original research that played a 

vital part in the development of this 
newer, safer technique. 
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the patient 


LOW COST 
EXPENDABLE 


KASLOW 


Stomach Tubes ° 


Plastic Levin Type 







Satin-smooth, transparent 
Greater patient acceptance 


Large inside diameter, small 
outside diameter 


Tasteless, odorless 
New smooth, molded tip 










Available from surgical 
supply dealers 


BAXTER 


DON BAXTER, INC. 
Research and Production Laboratories 
Glendale 1, California 










medical care and its benefits to 
human progress. 


Dorzme THE past month I had oc- 
casion to appear on television, as 
the representative of the American 
Hospital Association, and was giv- 
en the opportunity to further the 
position of the hospitals of America 
and to pursue the above mentioned 
thoughts in an attempt to translate 
to the unseen audience hospital 
values, with emphasis on how im- 
portant a part these institutions 
play in the life and the welfare of 
our people. I am happy to state 
that judging by the comments of 
some of my listeners, who passed 
on to me their reactions to my 
talks, the sentiments which I ex- 
pressed were very well received. 


A MOST IMPORTANT two-day meet- 
ing of the Comnmittee on Coordina- 
tion of Activities and the Board of 
Trustees of the Association was 
held in Washington. This presented 
an opportunity, too, for the mem- 
bers of the above groups to at- 
tend the cornerstone ceremony at 
the recently constructed Clinical 
Center of the National Institutes of 
Health of Bethesda, Md., just out- 
side Washington, D. C. The major- 
ity of our members, I am sure, are 
familiar with the intimate associa- 
tion with this development of our 
fellow member Dr. Jack Masur, the 
chairman of our Council on Hos- 
pital Planning and Plant Opera- 
tion. The Federal Security Admin- 
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istrator, Oscar R. Ewing, presided, 
and among the speakers were Dr. 
Detlev Bronk, president of Johns 
Hopkins University, and Surgeon 
General Leonard A. Scheele. The 
principal address was delivered by 
the President of the United States. 
Mr. Truman paid tribute to the ac- 
complishments of research and to 
its significance as a factor in better 
health for the American people. 
The interest of the government in 
this field was reflected in the fig- 
ures he presented pointing to the 
very large contributions of federal 
funds for the support of research 
and for the expansion of our hos- 
pital program under the Hill-Bur- 
ton Act. He emphasized his desire 
that everything be done to main- 
tain the health of the men, women 
and children of our country, and 
he expressed hope for the develop- 
ment of a plan acceptable to all 
which would make the above pos- 
sible. 


tw MEETINGS of the coordinating 
committee and the board were busy 
ones, including presentation of the 
reports of the various councils, 
with their recommendations. 
Among the varied subjects of im- 
portant discussion were Blue Cross 
approval matters, hospital accredi- 
tation, amendments to our by- 
laws, decision on the Award of 
Merit, approval of honorary mem- 
berships, and plans for what we 
believe will be a great convention 
in St. Louis next month. 


Memsers OF ouR Association will 
be delighted to be informed of the 
action of the House of Delegates of 
the American Medical Association 
in relation to the recommendations 
of the officers of their association 
relative to the proposed Commission 
for the Accreditation of Hospitals. 
We are to meet again for further 
discussion and the development of 
a functional organization. I am de- 
lighted to report, too, of the splen- 
did reaction of the trustees of the 
American Hospital Association to 
my request for a conference with 
the committee of the American 
Medical Association to explore the 
whole question of hospital-physi- 
cian relationships. 


Charles F. Wilinsky, M.D., President, 
American Hospital Association 
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How many times have you seen FLOWERS-BY-WIRE put 


a smile on the face of even the tiredest patient. 
Your F.T.D. Florist now delivers fresh flowers .. . 


prearranged . . . in “long life,” chemically 


treated water. They need no special care. 


No extra work or handiing with 


F.T. D. FLOWERS! 


FLORISTS’ TELEGRAPH DELIVERY ASSOCIATION, Headquarters: Detroit, Michigan 
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in its simplest, most efficient on ce 
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THE NEW AND 


Iceless OX YGENAIRE 


oe retataetes ore ane. 
Soa So 


@ Temperature . . . automatically controlled. Humidity... 
automatically controlled. Air... automatically filtered. 
Condensate . . . automatically evaporated. Here is 

the oxygen tent which sets new standards of automatic 
performance. The ICELESS OXYGENAIRE requires virtually 

no supervision or servicing. There’s no defrosting — 

no possibility of “‘freeze-ups” to interrupt sustained operation, 
even in hot, humid weather. And the ICELESS OXYGENAIRE 

is SO easy to use—anyone can operate it 

with complete assurance. 


It gives the complete story Chrome-plafed canopy hangar is 
easily adjusted.to-any position. When 
tent is: notin use, hangar telescopes 

and folds for Convenient storage. 


AMERICAN HOSPT€AE: SUPPLY CORPORATION 


GENERAL OFFICES e EVANSTON, ILLINOIS 


Write for your copy of the new ICELESS OXYGENAIRE brochure 
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Questions and Fh oweis 


about the new 


Picker-Polaroid ; 


On March 7, 1951, before the Surgeon General and the staff of the Bethesda Naval Hospital, 
the Navy demonstrated the Land Process for making one-minute radiographs. The signifi- 


cance of this demonstration and a subsequent televised demonstration on the deck of the 


U.S.S. Salem was immediately sensed not only by the medical profession but by the press. 


To answer the hundreds of inquiries which have been pouring in as a result, we are making 


this report to you: 


what is the process? 


The one-minute, self-development principle of the 
Polaroid* Land Process, applied to radiography. 


what does it do? 

It produces a dry, finished radiograph, ready for use, one 
minute after the exposure is made, without darkroom 
processing. 


how does it work? 

1 You place the Polaroid x-ray packet in a special day- 
light-loading 10” x 12” Picker-Polaroid cassette, which 
fits any standard cassette tray. 

2 Make a normal exposure in the usual way, with any 
x-ray machine. 

3 Place the cassette in an automatic motor-driven proces- 
sing box. Press a button... 

4 A minute later, remove the finished print, dry and ready 
for use. There are no liquids present, no chemicals to 


handle. 
what does the radiograph look like? 
The image is a positive x-ray image on glossy white paper. 
It has excellent gradation and good density. You study it 
without using an illuminator. 


*@® Polaroid Corporation, Cambridge, Mass. 


is a darkroom needed? 


No; you can load and process the radiograph in full 
daylight. 


how will it be used? 


While actual clinical experience has been limited, those 
who have participated during the past few years in the 
experimental adaptation of the process to x-ray (among 
them the radiological staff of the Massachusetts General 
Hospital in Boston) have predicted great usefulness in a 
variety of procedures: for fracture work, foreign body 
location, hip pinning and other work where speed is 
important. It should be useful in the many situations 
where darkroom facilities are not available or conven- 
iently usable. 


what will it cost? 


Somewhat more than the direct cost of conventional x-ray 
film of similar size. When savings in processing,. waiting 
and handling costs are considered, the actual cost differ- 
ence may vanish. 


when will it be available? 


The entire output will go first to the Armed Services. It is 
hoped that by early 1952 production will have reached the 
point where civilian deliveries can start. 


POLAROID 


TM, Rog. 15 Por. ont 
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PICKER X-RAY CORPORATION ¢ 300 Fourth Ave. « New York 10, N.Y. 
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Patients discharged in the pink may 
leave a hospital in the red. Relying 
heavily on revenue from “third party” 
agencies, many a hospital suffers today 
from budget deficiency. 

Unless it can prove costs for services 
rendered, a hospital may be short- 
changed by inequitable payment rates, 

Guesswork doesn’t work. A hospital 
has to put its cards on the table. 


The patient has 


recovered—but how about the hospital ? 


When the cards are McBee Keysort 
Charge Tickets, that’s easy. A charge 
ticket for each patient identifies each 
unit of service and enables a hospital 
to get complete data needed to substan- 
tiate cost claims. 


With existing personnel, without 
costly installations, McBee Keysort 
Charge Tickets and machines can pro- 


vide any hospital with complete cost- 





control more economically than with 


any other method. 


When notched, the pre-coded holes 
along the edges of each Keysort Charge 
Ticket make it easy to collect the facts 
on each patient ... classify them... 
file them... find them... use them... 
quickly and accurately. 


Get the full story from the McBee 
representative near you. Or write us. 





THE McBEE COMPANY 


Sole Manufacturer of Keysort—The Marginally Punched Card 
295 Madison Avenue, New York 17, N. Y. Offices in principal cities. 
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How many times have you seen FLOWERS-BY-WIRE put 
a smile on the face of even the tiredest patient. 


Your F.T.D. Florist now delivers fresh flowers .. . 


prearranged . . . in “long life,” chemically 


treated water. They need no special care. 


No extra work or handling with 


F.T.D. FLOWERS! 


Send Flowers 
Worldwide 


FLORISTS’ TELEGRAPH DELIVERY ASSOCIATION, Headquarters: Detroit, Michigan 
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Window ventilators 


What specific regulations govern the 
use of window ventilators in an operating 
room of a hospital? 

Window ventilators may be used 
for hospital operating rooms, un- 
der the National Fire Protection 
Association standard, if the con- 
trols for the ventilators are out- 
side of the hazardous atmosphere 
(at least five feet above the floor) 
and if all electrical parts of the 
ventilating equipment are outside 
the atmosphere of the operating 
room. They should be in part of 
the ventilating equipment sepa- 
rated from the operating room by 
a metallic membrane. 

The 1951 edition of the National 
Fire Protection Association stand- 
ard contains recommendations for 
window ventilators in Part II, Sec- 
tion 3, paragraph 3-2(b). The 
clause begins: “Window type re- 
circulating air conditioning units 
may be installed in exterior win- 
dows of an anesthetizing location.” 
Conditions for installation follow. 

To get a copy of the 1951 revised 
edition of the N.F.P.A.’s standard, 
“Recommended Safe Practice for 
Hospital Operating Rooms,” write 
the editorial department of Hos- 
PITALS, 18 E. Division Street, Chi- 
cago 10.—Roy HUDENBURG. 


Social security deductions 


Is an administrator of a hospital con- 
sidered an employee for social security 
purposes, and should social security de- 
ductions be made in the case of an em- 
ployee who receives part of his compen- 
sation in the form of maintenance. or 
meals? 

The administrator is considered 
an employee in this case. An em- 
ployee is eligible for social security 
if he makes as little as $50 in any 
quarter. If he earns more than 
$3,600, deductions are made on the 
first $3,600 and above that no 
further deductions are made until 
the beginning of a new calendar 
year, but the employee is covered 
for the entire period. 

Maintenance must be valued and 
included as part of the income on 
which social security deductions 
are made. The unemployment com- 
pensation office of your state has 
established a set of values for 
meals and other maintenance 


28 


which is accepted by social secur- 
ity officials. 

When the employee is on vaca- 
tion and does not receive mainte- 
nance, the tax on “fair value” of 
his maintenance should not be de- 
ducted. Such is also the rule in the 
case of an employee who receives 
one meal a day as part compensa- 
tion. When he is on sick leave and 
is not receiving the meal, the value 
of it should not be figured as part 
of his income for social security 
tax purposes.—ALBERT V. WHITE- 
HALL. 


Classifying physicians 
Into what priority does selective service 
classify young physicians who have had 
part of their medical education under the 
Army Specialized Training Program? 
Any young physician who has 
had any part of his medical edu- 
cation under the Army Specialized 
Training Program is to be classi- 
fied in either Priority 1 or 2. If 
the physician has had no service 
since the completion of his medical 
education and has had part of his 
medical training under A.S.T.P., 
he would be classified under Pri- 
ority 1. If he has had service after 
he completed the program, he 
might be classified under Priority 
2, depending upon the amount of 
service he has had.—Dr. DALLAS 
G. SUTTON. 


Toxicity of refrigerants 


What information can you give me on 
the relative toxicity of refrigerant gases? 

Sulphur dioxide falls into group 
one, in which concentrations of % 
to 1 per cent produce death or se- 
rious injury in five minutes. Am- 
monia is in group two, in which 
concentrations of the same strength 
produce death or serious injury in 
one-half hour. 

The freon gas most commonly 
used is freon-12, which is dichloro- 
difluoramethane. This is a non- 
combustible gas in toxicity group 
six. Gases in this group in concen- 
trations as strong as 20 per cent 
in atmosphere produce no serious 
injuries after two hours of expo- 
sure. The only hazard is in the 
decomposition of freon gases when 
they come in contact with flame. 
The gaseous products of this de- 


composition have a toxicity equal 
to sulphur dioxide and ammonia. 
This is hardly a matter of concern 
for hospital patients since a fire 
hot enough to create a failure in 
a refrigerating system and release 
the refrigerant gases would be hot 
enough to have required the pre- 
vious evacuation of the patients 
from the endangered area. 

I believe the only precaution 
necessary with the use of freon 
gas is the installation of refriger- 
ating equipment in areas with win- 
dows or other ventilation. This 
ventilation should be by a gravity 
vent and not ventilation depend- 
ent upon mechanical means, such 
as a fan and motor. Gravity venti- 
lation tends to remove the heat 
generated by the operation of the 
equipment.—Roy HUDENBURG. 


Revising accounting systems 


We have found our hospital’s account- 
ing system to be unsatisfactory and have 
decided to install a new one. A public ac- 
countant probably will handle the job. 
Before hiring one, however, we would like 
your recommendations on the matter. 

If you decide to hire a public 
accountant to make the installa- 
tion, by all means try to engage 
one who has demonstrated his 
ability to install a hospital ac- 
counting system. If you can, con- 
tact several public accountants and 
ask them to submit as references 
the names of other hospitals where 
they have installed accounting sys- 
tems. Check with these hospitals 
before you decide which account- 
ant to hire. 

A hospital makes sure that its 
professional equipment is designed 
or installed by qualified persons. 
A hospital would not have its 
nursing procedures set up by 
someone who knew very little 
about nursing. It would be utterly 
foolish, therefore, to have an ac- 
counting and statistical system in- 
stalled by someone knowing little 
of hospital accounts and statistics. 


If you wanted only an audit of 
the hospital’s accounts, any rep- 
utable, certified accounting firm 
probably would do as good a job 
as the next firm. A system installa- 
tion, however, requires someone 
who knows the nature of the or- 
ganization thoroughly. A system 
must fit precise facts, not an ap- 
proximation of them. 

Much money can be spent oper- 
ating a poor, deficient or over- 
elaborate accounting system. It is 
better that the hospital have a 
proper system installed in the first 
place.—WILLIAM H. MARKEY JR. 
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lo Speed Laundering 
and Preserve Linens } 









fveee: 


ABOVE: Two bottom-unloading Troy 50” Olympic Extrac- 
tors. Baskets lift out by electric hoist, then travel on over- 
head track to shake-out tables where contents are dumped. 


BELOW: Two Troy 8-roil Flatwork lroners are equipped 
with ventilating canopies to exhaust steam and keep 
operators comfortable. 


ABOVE: Operator slides clothes into basket from easy- 
unloading Troy ''Slyde-Out" Washer. ''Slyde-Out" Wash- 
ers are built of corrosion-proof stainless steel for long 
trouble-free service. 


What About pec ABOVE: St. Luke's washer produc- 
of New Equipe yore Wate sed Toy Bane 


ining nickel, Washer for small loads. 
als conta 

1 a metals : , 

Like all a critical wat ene ie mene 

or civilian Terry towels are fluff-dried in four 

-_ Troy Drying Tumblers and nine Troy 

accel Rocket Presses finish uniforms, pa- 

jamas, duck coats and general ap- 


parel (not illustrated). 
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Hawaii goes 









In sterilizers and surgical lights, the Kauikeolani 
Children’s Hospital recognizes that there can be no 






compromise with quality ...no substitute for the 






performance expectancy built into every unit of 






equipment bearing the Castle trademark. 






The Kauikeolani Children’s Hospital in Honolulu 







is one of 5 major Castle installations recently made 











in this vitally important part of our country. 














TO HOSPITAL ARCHITECTS AND CONSULTANTS: 


We offer the experienced know-how of our 
Planning Department as a gratis service. 
We welcome the opportunity to aid in the 
development of any project ranging from a 
small sub-sterilizer room to a large medical 


center. 


Write Wilmot Castle Company 
1184 University Avenue, Rochester 7, New York M. 
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equipment with 


POUR-0-VAC SEALS 


the modern, reusable hermetic closure 
for sealing, storing, handling and con- 
serving surgical fluids. 


THESE FACTS ARE CONVINCING... 


Pour-o-vac Seals eliminate the possibility 
of sterile water contamination caused by 
intake of bacteria-laden dust . . . avoids 
contamination by unfiltered air. 


They serve a secondary function of provid- 
ing a dustproof seal for remaining fluid 
when only the partial contents of a con- /— 
tainer are used. Of importance, they are 
interchangeable with all Fenwal 3000, 
2000, 1000 and_500 ml. containers. 


In permitting contents to be stored for long 
periods under vacuum . . . periodic testing 
for sterility without breaking the hermetic 
seal . . . pouring of contents from a non- 
drip sterile lip, Pour-o-vac seals eliminate 
the wasteful, time-consuming and ques- 
tionably scientific method of sealing with 
. gauze, cotton, paper, string and tape, 


ALSO INV ESTIGATE—Fenwal Automatic 
Washing Units, capable of accommodating and 
thoroughly cleansing 4 containers in 30 seconds. 


Heaoouarrers ror SCIENTIFIC 
GLASS BLOWING LABORATORY 
AMO CLIWICAL RESEARCH AP- 
PARATUS REAGEMT CHEMICALS 


ORDER TODAY or. write immediately for 
further information 


MACALASTER BICKNELL COMPANY 


243 Broadway Cambridge, Massachusetts 
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The Master Menu is a complete hospital food-service-planning 
aid. It is an expanded and improved version of the first 
Master Menu service introduced two years ago. 





















The Master Menu is designed to help all hospitals—those 
with and those without dietitians. It will save valuable time for 
the dietitian and thus make her a more effective 

department manager. Further, it provides a complete and reliable 
schedule of diets for every day of the month for the 

hospital that does not have a dietitian. 


There are three essential parts: (1) A schedule of comprehensive 
Master Menus published each month in Hospirats, Journal 
of the American Hospital Association, (2) a set of revised Master 
Menu wall cards and transfer slips, and (3) a Master Menu 
Diet Manual containing brand new diet planning helps. 





The Master Menu is an exclusive service that is provided for 
all hospitals of the country through HospIra ts. 


About the Tmproved 


Three revisions and one addition improve and simplify the 
Master Menu service. First, the wall cards have been revised. 
This serves to improve communications between the dietitian 
_and the cook. One column provides space for writing in 
the census or quantity to prepare. The second added column provides 
space for noting special instructions to the cook. 





The second revision is in the transfer slips. ‘These conform 
to the revised wall charts . . . easier to read and handle. 





The third revision involves the special diets. Descriptive 
headings are more complete; there is greater flexibility 
thus permitting an even more exact handling of special diets. 





The addition to the service is a Master Menu Diet Manual. 

This new 40-plus page manual provides all the information that is 
needed for tailoring the Master Menu service to the 

special requirements of any hospital—large or small. It 

contains a wealth of diet planning assistance. 
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Any hospital, its dietitian or manager of food service has access to the 
Master Menu suggestions through a subscription to 

Hospirats. New menu suggestions are included every month in the 
Dietetics Administration department of the magazine. 


Any hospital, its dietitian or manager of food service may order 
the Master Menu kit containing the three wall cards, the transfer 
slip samples and the-new Master Menu Diet Manual. 


The wall cards are designed so that they will have a useful life of at 
least a year. Transfer slips may be purchased from the 
American Hospital Association at cost. 


'A new Master Menu kit is being mailed to every hospital holding 


membership in the American Hospital Association. Hospitals 
that do not hold such membership will be sent—on request 

but without charge—a new Master Menu kit. All requests for free 
Master Menu kits must be postmarked no later than 


-September 15, 1951. After that date the price is $2 per kit. 


Me ©" Scruice 
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If you are responsible for food service in a hospital holding 
institutional membership in the American Hospital Association, 
your new Master Menu kit is being mailed. No further 

action is necessary unless the kit should be lost in transit. 
Requests for a free replacement kit must then be postmarked 
no later than September 15, 1951. 


If you are responsible for food service in a hospital that does not hold 
institutional membership in the American Hospital Association, 
address a letter requesting your new free kit to: 

Master Menu Department, HospirALs, 18 East Division Street, 

Chicago 10, Illinois. Requests for free Master Menu kits must 

be postmarked no later than September 15, 1951. 

After that date the price is $2 per kit. 


Free distribution is limited to hospitals and to heads of 
departments of schools training student dietitians. The limit is 
one Master Menu kit to each. The cost for additional 

kits for hospitals or initial kits for others is $2 per kit. 








Gar Real 
WEATHER CONTROL 


weatherstrippenR 


100% CONTROLLED VENTILATION 
— when open 





TIGHTEST CLOSING WINDOW 
EVER MADE = when closed 


The most important requisite in a hospital window 
is weather control. Never before in window history 
has there been a window that mastered all climatic 
extremes, as capably as Auto-Lok... America’s perfect 
hospital window. 


That’s because these modern, versatile windows 
feature a unique draft control design that reduces 
air infiltration to an incredibly new low...thereby 
cutting down the danger of drafts or ‘‘cold spots” 
which invite respiratory ailments. 


Both architects and hospital management are quick 
to recognize the operating economies Auto-Lok 
provides: reduced fuel bills—lowered air condition- 
ing and maintenance costs — window cleaning time 
slashed, because they can be cleaned from the inside 
...top vent, too...all proven factors in establishing 
Auto-Lok’s tremendous acceptance among hospital 
architects throughout the country. 


Also available — AUTO-LOK in Wood 
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AUTO-LOK SETS NEW STANDARDS FOR WINDOW 
PERFORMANCE — because it: 


@ provides positive protection © reduces air-infiltration to only 


against all climatic extremes. 0.095 cfm per foot. 

@ assures draft-free ventilation © eliminates drafts—air scooped 
even when it is raining. upward and inward. 

@ harmonizes with every archi- @ slashes fuel and maintenance 
tectural style. costs. 


@ can be cleaned entirely from © has removable inside screens 
the inside — top vent, too. and storm sash. 


OUR ENGINEERING DEPARTMENT .IS AT YOUR SERVICE 


The fenestration experience accumulated over the years by our 
engineers, who have been privileged to work with hospitals, 
architects and managements in solving all types of window 
problems, is yours for the asking. 


Pictured above: Architects -Engineers 

DePaul Hospital School Maguolo and Quick 
of Nursing 4909 Delmar St. 

St. Louis, Mo. St. Louis, Mo. 


We believe you will find our FREE booklet,“ WHAT IS IMPORTANT 
IN A WINDOW ?” both interesting and helpful. Address Dept. HO-8 


LUDMAN CORPORATION 
P.O. Box 4541 Miami, Florida 
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In Antibiotic 
heyy 


ATER ACCURACY... BETTER 
WERAPEUTIC RESULTS 


DIA-DISCS 


TO DETERMINE BACTERIAL ANTIBIOTIC SENSITIVITY 


Dia-Discs—diagnostic test tablets—make possible a high 

degree of specificity in antibiotic therapy. They quickly re- 

veal the specific antibiotic to which a pathogen is most sensi- 
| tive and the degree of that sensitivity. Particularly in critical 
or overwhelming infections, when the antibiotic employed 
must be chosen carefully for optimal results, Dia-Discs can 
be of outstanding value. 

Each set of Dia-Discs contains 24 tablets in two potencies 
of each of these commonly used antibiotics: Penicillin, Baci- 
tracin, Streptomycin, Chloromycetin® (chloramphenicol, 
P.D. & Co.), Aureomycin, and Terramycin. A complete diag- 
nostic survey is thus possible for optimal therapeutic results. 

Comprehensive instructions for the use of Dia-Discs and 
for interpretation of the results obtained accompany each 
package. The directors of your hospital and clinical laboratory 
have been informed of Dia-Discs and can make this unique 
service available to you. 


CSC Fluamucudicis 


A DIVISION OF COMMERCIAL SOLVENTS CORPORATION, 17 EAST 42ND STREET, NEW YORK 17, N. Y. 
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ON STAFF GIFTS TO FUND-RAISING CAMPAIGNS 


ANY hospitals today would 
not be existent without the 
public’s financial support sub- 
scribed in fund-raising campaigns. 
Seven professional fund-raisers tell 
below what effect, if any, the atti- 
tude of medical staff members 
toward a campaign can have on 
its success as they give their opin- 
ions on the question: “In your wide 
experience in capital fund raising 
for hospitals, have you found suc- 
cess dependent upon the gifts of 
medical staff members, and do you 
believe that some approximate sum 
or percentage can be roughly esti- 
mated in advance as their fair 
share?” 


Prospect needs assurance 
his aid is essential 


THE MOST IMPORTANT factor in 
success is the establishment of a 
case which convinces the prospect 
that financial support is essential 
to health protection for the future. 

A major factor in that case is the 
service, quality, 
vision and en- 
thusiasm of the 
doctors. They 
have served in 
hospitals as stu- 
dents and in- 
terns. After be- 
ing admitted to 
practice they 
use the hospitals 
in behalf of their 
patients and to 
their own pro- 
fessional benefit. Many values ac- 
crue to doctors from serving on 
hospital staffs. The confidence and 
loyalty of their patients is one 
value that accrues to hospitals, 
particularly when they must raise 
money. 

In a fund-raising campaign, doc- 
tors can be and are a distinct asset. 
Their assistance in giving and get- 
ting money and their promotional 
pleas are invaluable when fully 
exerted. Arbitrarily assessing these 
tangible and intangible values at 
so much per capita or group in- 
volves too much danger to the 
morale of the doctors, whose help 
must have a spontaneous quality. 
The help doctors can give varies in 
every campaign, just as does the 
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quality and force of the leadership 
and workers, as well as the re- 
sponse of the public.—JOHN PRICE 
JONES, chairman and _ treasurer, 
John Price Jones Company, Inc., 
New York City. 


Goal for staff averages 
20 per cent of total — 


THE DEGREE OF success of capital 
fund-raising campaigns for hospi- 
tals almost invariably is in direct 
proportion to the interest, leader- 
ship and contributions of staff 
members. 

If a campaign has a good cause, 
proper sponsorship, adequate di- 
rection and leadership, plus the 
enthusiastic support of a group of 
doctors who are giving in propor- 
tion to their means, and who are 
providing the interest and leader- 
ship expected of other leading citi- 
zens, it almost inevitably will suc- 
ceed. You are certainly courting 
failure with a staff that is apathetic 
or fails to make contributions in 
keeping with its ability and re- 
sponsibility. 

During the depression, many 
doctors worked unselfishly day and 
night for people, many of whom 
would never pay. Campaign con- 
tributions from physicians during 
this period often were very modest; 
yet, because the public knew of 
their unselfish service, it did not 
expect substantial giving from staff 
members. 

People feel that physicians and 
surgeons are in an income bracket 
high above average. They are 
aware, however, that any exami- 
nation of the physician’s charity 
donations reveals that he does not 
carry his weight in community 
giving. 

It is common for a doctor to ex- 
cuse himself on the ground that 
much of the work he does is un- 
paid. The public is aware that the 
volume of charity work by the 
physician is rapidly shrinking. It 
is aware also that the same charity 
work is used as an excuse for 
charging wealthier patients more 
than others. The public knows that 
membership on the staff of a hos- 
pital more than compensates for 
the free service. It gives the doctor 
prestige, the opportunity to follow 





his patients through hospitalized 





illness, and the facilities for keep- 
ing abreast of his profession. 

It is not unnatural that the pub- 
lic, before making commitments to 
hospital fund-raising campaigns, 
ask first to see what the doctors 
have done. 

We find that the average goal set 
up for staff members has been 
about 20 per cent of the objective. 
The average actual giving from 
staff members is about 14 per cent 
of the amount raised in the cam- 
paign. 

The community having physi- 
cians who combine good medicine 
with good citizenship has little 
trouble with its hospital campaign. 
The physicians who fail to demon- 
strate these qualities are doing 
more to prejudice the public in 
favor of socialized medicine than 
can be overcome by a mere public 
relations campaign, and they also 
are threatening the success of their 
own local hospitals—CHARLES A. 
Haney, Charles A. Haney and As- 
sociates, Inc., Newtonville, Mass. 


Doctors should give as much 
as laymen of same income 


THE suCCESS of a hospital fund- 
raising campaign depends greatly 
upon the willingness of the mem- 
bers of the medical staff to work 
for the campaign and contribute 
generously to it. 

The average 
layman takes it 
for granted that 
doctors are au- 
thorities on hos- 
pitals and are 
best qualified to 
judge the area’s 
needs for addi- 
tional hospital 
facilities. If the 
medical staff 
members, there- 
fore, fail to 
prove the need for hospital expan- 
sion or construction by working for 
and contributing to the fund ap- 
peal, there is small chance of con- 
vincing the layman—particularly 
the man who manages industry and 
business—that he should support it. 

What we ask in hospital cam- 
paigns is this: That a member of 
the medical staff give as much as 
a layman in a comparable income 
bracket and that he give before 
the layman is asked to give. The 
medical staff member has a re- 
sponsibility to lead the way in giv- 
ing, thus giving concrete proof of 
his own belief in the need for new 
hospital facilities. 

The medical staff should accept 
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The artist has here depicted 
a brass mortar with dolphin 
handles, apparently made 
in Central Europe, by an 
unknown artisan, about the 
year 1689. It remained 

in Switzerland for many years 
and was brought to this 
country from there. The 
T-shape of the pestle 
handle is unusual. The 
original rests in the Museum 
of the Philadelphia College 
of Pharmacy and Science, 


highly valuable in all conditions where liver extract is effective. While its 
chief therapeutic indication is for the treatment of pernicious anemia 
and of the anemia which sometimes follows gastrectomy, it is also useful in 


other megaloblastic anemias which give a specific response to folic acid. 


NORMOCYTIN Parenteral Solution Lederle provides a high-potency 


form of vitamin Biz in a concentrated and nonirritating form 


for parenteral use. 


LEDERLE LABORATORIES DIVISION 
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30 ROCKEFELLER PLAZA, NEW YORK 20, N.Y. 





NORMOCYITIN Vitamin B,2, and Bi. Lederle 
Parenteral: 1, 5, and 25 ampuls of 1 cc., 
and vials of 10 cc. 
Tablets: Bottles of 100. 


NORMOCYTIN-FOLVITE Vitamin B, 2, -Bi2- 
Folic Acid Tablets Lederle 
Bottles of 100 tablets. 


NORMOCYTIN-FOLVITE Vitamin B12) -Bi2- 
Folic Acid-Stomach Powder Tablets Lederle 
Bottles of 100 tablets. 


NORMOCYTIN* 


Vitamin Bip Bi2 


Lederle 


The potent action and freedom from allergenic properties 


of the antipernicious anemia factor, vitamin Bi2, make it 


# REG. U.S. PAT. OFF. 



































as their share an objective of from 
10 to 15 per cent of the total goal of 
the campaign. This is a realistic fig- 
ure and one which can be obtained. 
Since new and improved hospital 
facilities will provide doctors with 
more efficient “workshops” where 
they can provide more helpful care 
for their patients and be able to 
take care of more patients, they 
should lead the way by generous 
giving. 

As members of a private enter- 
prise system opposed, in general, 
to socialized medicine, doctors 
should welcome the opportunity to 
put their support behind voluntary 
hospitals. As long as voluntary hos- 
pitals continue to do their job well, 
the pressure for socialized hospi- 
talization, which could be a wedge 
opening the way to socialized med- 
icine, will be diminished. It is to 
the interest of doctors to make 
voluntary medicine and hospitals 
as fine as possible now if they are 
to withstand this threat.—BERNARD 
H. Lawson, president, B. H. Law- 
son Associates, Inc., Rockville Cen- 
tre, N. Y. 


Support of staff makes 
success more likely 


IT WOULD BE an over-simplifica- 
tion to say that success in hospital 
building fund campaigns depends 
on the subscriptions by medical 
staff members. Sound programs 
have achieved their objectives with 
minimum sup- 
port by doctors. 
Our financing 
projects attain- 
ing the highest 
response, how- 
ever, are those 
to which the 
medical staffs 
contribute gen- 
erously. Strong 
support by the 
doctors at the 
outset unques- 
tionably makes success more likely. 
For anybody other than the doc- 
tors to fix a percentage of*a build- 
ing fund to be met by the medical 
staff is an arbitrary and unsound 
practice. In a recent professionally 
directed building fund campaign, 
lay leaders informed the medical 
staff doctors that designated 
amounts, graduated according to 
the staff positions held, were ex- 
pected from them. Soon afterward 
the state medical society adopted 
a resolution condemning “undue 
pressure and coercive methods” 
used to obtain contributions. 

In our practice, subscriptions by 
members of the medical staff are 
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sought only by a committee of doc- 
tors. No lay members of the gov- 
erning board have any part in 
obtaining contributions from the 
doctors. The members of the com- 
mittee, appointed by the doctors 
themselves, determine the amount 
they will seek from the staff by 
studying the response of doctors in 
a hundred or more of our recent 
projects. In this way they deter- 
mine the “fair share” for their staff. 
Generally the medical staff con- 
tributes on a basis that is consid- 
ered wholly creditable by the gen- 
eral public.—CorRNELIUS M. SMITH, 
president, Will, Folsom and Smith, 
Inc., New York and Boston. 


Doctors give large part 
of total in campaign 


HOSPITAL FINANCING campaigns 
seldom meet with striking success 
without the wholehearted coopera- 
tion of the medical staff. In many 
instances, their gifts spark enthu- 
siasm in other contributors. 

Doctors know 
more about the 
financial needs 
of hospitals than 
any other group 
and should be 
willing to be 
first in giving 
proportionate 
aid to the pro- 
gram. When 
such aid is not 
prompt in com- 
ing, the public is 
likely to become suspicious of the 
worthiness of the appeal and react 
indifferently, with resulting failure 
of the program. 

The giving of the doctor group 
in hospital campaigns is patterned 
through long and varied experi- 
ence. Doctors give approximately 
15 to 20 per cent of total goals. 
When that figure is undersub- 
scribed, the campaign usually finds 
difficulty in reaching its objective. 

In a recent fund-raising pro- 
gram, an objective of $1,700,000 
was set only after it was learned 
that a generous donor would give 
an initial $1,000,000. Of the re- 
maining $700,000, more than $200,- 
000 was subscribed by the medical 
group to start the general solicita- 
tion. In Texas a few months ago, 
$220,000 was given by the medical 
group to a campaign for $1,000,000 
to complete a building project, de- 
spite the fact that this group had 
subscribed generously only two 
years before to a like undertaking 
for the same hospital. 

The doctor’s dollar is highly es- 
sential to success in a_ hospital 
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building campaign, and usually it 
can be counted on to be a substan- 
tial part of the total—J. P. Mack, 
executive director, American Bu- 
reau of Public Relations, Chicago. 


Layman depends on doctor 
to appraise program 


MEDICAL STAFF members are a 
key group in hospital capital fund 


’ raising, not only as givers, but also 


as interpreters. Laymen depend 
upon their appraisal of the pro- 
gram and the need as authoritative 
and watch close- 
ly doctors’ giv- 
ing as a pattern 
for themselves 
and their busi- 
nesses. Almost 
universally, suc- 
cess is depend- 
ent upon the 
quality of giv- 
ing by medical 
staff members. 

In our last 30 
capital fund 
programs for hospitals, 1,329 doc- 
tors—not all staff members—sub- 
scribed $1,567,909, averaging about 
$1,180 each. Among them, 597 doc- 
tors subscribed from $1,000 to $30,- 
000 each, totaling $1,287,825 and 
averaging $2,157 each. The remain- 
ing 732 subscribed only $280,084, 
averaging $383 each. 

The share of the total campaign 
goal contributed by doctors in 
these 30 funds is as high as 26, 22, 
19 and 18 per cent, and three at 17 
per cent. In two small towns it was 
as low as 3 and 5 per cent. Our 
actual median is 10 per cent of the 
total campaign goal from doctors. 

Nothing is more obnoxious to 
any contributing group than an 
arbitrary quota lacking a sound 
statistical or intelligently calcu- 
lated basis, and nothing is more 
important than the realization by 
contributors that amounts asked 
are equitable, reasonable and nec- 
essary to reach the fund goal. We 
set up representative estimating 
committees within each major con- 
tributing group, including one 
within the medical staff. A central 
estimating committee coordinates 
and harmonizes the estimates of all 
groups. Such a method of goal- 
setting, sagaciously and diploma- 
tically developed, usually leads to 
harmonious and spirited fund rais- 
ing. 

The doctors, as well as the other 
groups, enlist soliciting units from 
among their own personnel. Lead- 
ing medical staff members, who 
act as stimulating and impelling 

(Continued on page 144) 
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Will you make this costly mistake when 
you build your new hospital ? 


N THE INTEREST OF ECONOMY, the gentlemen above are 
I voting not to install individual room temperature control 
in their new hospital. 

Will this prove to be false economy—a really costly mis- 
take? Very likely! 

As most hospital administrators know —it is becoming 
more and more routine in medical practice to give each pa- 
tient the exact room temperature he needs to accelerate his 
recovery — whether it’s 65° or 85°. And this “prescription” 
can be filled on/y with individual room temperature controls. 
No other system can maintain different temperatures in dif- 
ferent rooms. No other system can compensate for the vary- 
ing effects of wind, sun, open windows and number of 


room occupants. 
Since that is true, it’s just smart business to install individ- 


ual room temperature controls when your hospital 1s being built. 
Doing it later, as a modernization project, is sute to cost 
substantially more money. 

So why not get the complete facts and figures on Honey- 
well Controls for your your new hospital ? Honeywell — first 
in controls—offers many important features you'll want, in- 
cluding the only thermostat specially designed for a hos- 
pital’s special needs. For quick service, just call your local 
Honeywell office. Or mail the coupon today! 


Honeywell 
Fut wwe Coitools 


MINNEAPOLIS-HONEYWELL REGULATOR CO., Hospital Controls 
351 E. Ohio St., Chicago 11, Ill., Dept. HO-8-131 


Gentlemen: 


Please send me literature and full details on individual room temperature control for hospitals. 


Re gee 
é 295 os Name 


oe oh \p ear 
if Hospital Name 


City 
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ANOTHER GE X-RAY FIRST! 


GAS INSULATED DIAGNOSTIC TRANSFORMER 








100-kvp at 100-ma FULL-WAVE RECTIFIED GENERATOR 


F* the first time in any diagnostic transformer, 
the principle of Gas Insulation! For the first 
time in any x-ray transformer — the use of gas at 
atmospheric pressure. That’s the KX-16! Deliver- 
ing up to 100 kvp at 100 ma, it’s a dependable, efh- 
cient unit for use in the intermediate voltage range. 
This new generator makes it simple to extend the 
energy rating of your x-ray tube. By changing from 
your present 100-ma, self-rectified generator to the 
full-wave rectified KX-16, you can operate at high- 
er power factors for longer periods of time. 
Extended use of the small focal-spot insures finer 
radiographic detail. Compact and light weight, the 


KX-16 makes a practical unit for energizing either 
one or two x-ray tubes. An internally mounted high- 
voltage switch, activated by the technic selector, 
makes changing from one tube to another automatic. 

See your GE x-ray representative for details, or 
write X-Ray Dept., General Electric Company, Mil- 
waukee 14, Wisconsin, Rm. L-8. 
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Can be used as the sole 
source of amino acids to 
maintain nitrogen balance. 
Contains all the amino acids 
(and only amino acids) 


Completely soluble—no clogging 


High solubility permits massive 
dosage with smaller amounts of 
liquid. 5 grams (approximately 


one tablespoonful) is completely 
soluble in 1 ounce of water 


No digestion necessary 
—Immediately available for 
absorption 


Easy to prepare for patient 
—Readily soluble 


















The First Complete Amino Acids 
Product For Oral Use 
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The Stuart Amino Acids contains all the amino 
acids (and only amino acids) in correct ratio to part 
COMPLETELY AND maintain nitrogen balance and can be used as fulf 


READILY SOLUBLE a supplement or the sole source of amino acids. oer 


Complete solubility allows massive dosage. As — 
BLAND, SLIGHTLY BOUILLON ak ik ét tae Siaart Aims Ants 
TASTE MEANS HIGH is soluble in 1 ounce of water or other liquids. birt 


PATIENT ACCEPTANCE 6 ounce bottle available at all pharmacies. 
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ty > <? For a demonstration of bland taste and complete solubility, write the 
Asie * Stuart Company, 234 East Colorado Street, Pasadena, California 
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40,000 EACH YEAR 


ACH YEAR in the United States 

there are about 200,000 pre- 
mature live births. Of these, about 
40,000 die within a year. 

The premature infant today con- 
stitutes a major public health prob- 
lem—a problem of preventing pre- 
mature labor and of preventing the 
infant’s death. The premature in- 
fant also constitutes a serious eco- 
nomic problem to families, to hos- 
pitals, to Blue Cross, and to other 
agencies buying hospital care. 

Solution of these problems. is 
partially a hospital responsibility, 
fulfillment of which will require 
concerted and coordinated effort. 
Only in this way can the prema- 
ture death rate be reduced and the 
public health and economic prob- 
lems that accompany premature 
births be alleviated. 


PUBLIC HEALTH PROBLEM 


A prematurely born infant by 
definition weighs 2,500 grams (5% 
lbs.) or less. These premature ba- 
bies make up 544-7144 per cent of 
the total live births, according to 
several state studies of all birth 
certificates. They have been report- 
ed as accounting for more than 50 
per cent of all infant deaths in hos- 
pitals. 

It is not difficult to imagine the 
public indignation if that many 
older children died each year in 
American hospitals. For too long 
we have been undisturbed about 
the deaths of these tiny infants. 

From the public health view- 
point, the prevention of premature 
labor and delivery is the most logi- 
cal step, since the infant weighing 





Dr. Daily is deputy medical director, 
Health Insurance Plan of Greater New 
York. He formerly was director of the Di- 
vision of Health Services, Children’s Bu- 
reau, Federal Security Agency. This ar- 
ticle was adapted from a speech given at 
the Midyear Conference of the American 
Hospital Association in February 1951. 
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What hospitals can do about the high 


PREMATURE INFANT 
MORTALITY RATE 


EDWIN F. DAILY, M.D. 


more than 5% pounds has 15 times 
the chance of a premature for sur- 
viving the first year of life. We do 
not know as much as we would like 
about preventing premature labor 
but we know prevention is impor- 
tant. Studies in England, Canada 
and the United States have shown 
a marked reduction in premature 
labor when the mothers’ diets were 
adequate. Studies in Denver and 


. Baltimore show a much higher in- 


cidence of premature labor among 
mothers with little or no prenatal 
care. 

Hospitals, working closely with 
state and local health departments, 
should make certain that all moth- 
ers have an opportunity to receive 
good prenatal care. Wherever pre- 
natal clinics are needed to provide 
good prenatal care, they should, if 
feasible, be established in the hos- 
pital where the mother will even- 
tually be delivered, to assure con- 
tinuity of care. Good prenatal care, 
with early hospital care available 
if complications such as toxemia 
occur, often would delay the birth 
of a 1,500-gram fetus until it 
weighed 2,000 or more grams, when 
its chances of survival would be 
far greater. 


PREVENTING MORTALITY 


At one well-known hospital with 
a premature center fully equipped 
and staffed to provide the most 
skilled care, the mortality rate for 
prematures born in the hospital is 
less than 10 per cent—one-half the 
national premature mortality rate 





in hospitals. If that low rate could 
be achieved by all hospitals, the 
lives of approximately 20,000 in- 
fants could be saved each year. 


STUDY OF FACILITIES 


One state study showed that hos- 
pitals without separate premature 
nurseries and with no fulltime 
nurses for nursery duty had pre- 
mature mortality rates 50 per cent 
higher than that of hospitals with 
modern premature nurseries and 
specially-trained, skilled, fulltime 
nurses taking care of the prema- 
tures 24 hours a day. 

Fathers and mothers would not 
be so complacent if they knew that 
in a few hospitals their premature 
infants had a 50 per cent better 
chance of living than in many of 
the other hospitals. 

Some people may wonder if try- 
ing to save prematures is worth the 
time and effort. I say that not even 
the risk of an occasional blind in- 
fant can salve our conscience for 
the unnecessary death of any pre- 
mature infant—for who are we to 
say what life may be worth saving 
and what infant holds potentialities 
for the world? The following were 
born prematurely: Sir Isaac New- 
ton, an unusually small prema- 
ture; Charles Darwin, Napoleon, 
Voltaire, Victor Hugo, Winston 
Churchill, and undoubtedly many 
of us. 

A study at Michael Reese Hospi- 
tal, Chicago, showed conclusively 
that at the end of five years no dif- 
ference in development could be 
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detected between a premature and 
a fullterm infant, if no congenital 
malformation or injury was pres- 
ent at birth. 


WHAT HOSPITALS CAN DO 

Hospitals should continue and 

strengthen their leadership in this 
fight in the following ways: 

|. Encourage provision of mod- 
ern facilities and equipment for the 
care of prematures to the extent 
needed by each nursery service. 

2. Emphasize the importance of 
a medical and nursing staff which 
has acquired the expert knowledge 
needed to save the lives of these 
infants. (At least one doctor and 
one nurse from every hospital 
should have received such train- 
ing.) 

3. Study the experiments of a 
few states and cities that have de- 
veloped and staffed strategically 
located hospitals designated as pre- 
mature centers, to which the small- 
est prematures born at home or in 
hospitals without adequate facili- 
ties and staff can be transported. 

4. Secure accurate comparable 
data from all hospitals about the 
incidence and mortality of prema- 
tures. (See new ‘Recommendations 
for Developing Comparable Statis- 
tics on Prematurely Born Infants,” 
published by the Children’s Bu- 
reau and the Public Health Ser- 
vice.) Analyze such data, hospital 


by hospital, with the help of state 
and local health departments and 
medical society committees to de- 
termine the preventable factors. 
All facts on the incidence of pre- 
maturity and mortality should be 
impartially presented to the entire 
professional staff and the board of 
trustees, seeking their help in mak- 
ing the changes needed. 

5. Achieve a cooperative plan 
with the local health department or 
visiting nurse association to safe- 
guard the care of these infants 
when they go home™*. 

Before leaving the hospital, the 
mother should be taught how to 
care for her infant after she has re- 
turned home. There should be vis- 
its by a public health nurse to the 
home before the baby’s discharge, 
and no discharge should be made if 
home conditions are not adequate. 

6. Compare experience with oth- 
er hospitals by means of hospital 
association studies of facilities and 
staffs for the care of prematures, 
studies of incidence and mortality, 
and studies of discharge policies. 

7. Work closely with state ma- 
ternal and child health staffs and 
help strengthen their work by giv- 
ing them full support. Many state 
health departments have specially 





*See “A Home Follow-up Plan for Care 
of Premature Infants” by Karl S. Klicka, 
M.D., printed in the July 1951 issue of 
HospPItTALs. 
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OFFICIAL CALL 
Convening the House of Delegates and Assembly 


Under the authority of the By- 
Laws of the American Hospital 
Association and by direction of 
Charles F. Wilinsky, M.D., presi- 
dent, I, George Bugbee, secretary 
of the House of Delegates, hereby 
issue this, the official call to the 
members of the House of Dele- 
gates to convene at St. Louis, Mis- 
souri, on Sunday, September 16, at 
9:30 A. M., at the Jefferson Hotel, 
for the transaction of the business 
of the Association, to receive the 
reports of the several councils and 
committees, to consider resolutions 
presented, for the election of offi- 
cers, for the consideration of new 
business, and of any other mat- 
ters pertaining to the Association 
brought to the attention of the 


House of Delegates by the presi- 
dent, the members of the Board of 
Trustees, or the members of the 
House of Delegates. The House of 
Delegates will recess, reconvening 
on Wednesday, September 19, at 
8 P. M. 

There will be two general ses- 
sions of the Assembly, at the Jef- 
ferson Hotel, on Sunday, Septem- 
ber 16, at 9:30 a. M., and on 
Wednesday, September 19, at 8 
P. M. 

Accomplished at the offices of 
the American Hospital Association, 
18 East Division Street, Chicago 
10, Illinois, this nineteenth day of 
July, 1951. 

(Signed) GEORGE BUGBEE 
Secretary 

















trained medical and nursing staffs 
to consult with hospital staffs 
to help evaluate their maternity 
and newborn services, to advise 
them concerning changes, and to 
help arrange for postgraduate 
courses for key staff members. 


ECONOMIC PROBLEM 


The cost of hospital care of pre- 
mature infants is approximately 
$45,000,000 per year (estimated on 
the basis of average stay of 20 days, 
times estimated average cost of $14 
per day, times estimated 160,000 
prematures born in hospitals). If a 
hospital has 1,000 total births per 
year, the cost of care of premature 
births alone in that hospital will be 
approximately $18,000 per year. 

Studies have shown, for exam- 
ple, that the average cost of hospi- 
tal care of a premature weighing 
less than 1,500 grams is $827. For 
a premature weighing from 1,500 
to 2,000 grams, the average cost is 
$572, and for one weighing from 
2,000 to 2,500 grams, the average 
cost is $199. 

How many families can afford to 
pay the total cost of hospital care 
of a premature baby? Very, very 
few. 

Only about 25 Blue Cross plans 
provide any coverage for a prema- 
ture infant after the mother goes 
home, and only seven Blue Cross 
plans count a premature infant day 
of care the same as that of an adult 
patient. 

Several state health departments 
have endeavored to pay for such 
care in centers approved as meet- 
ing all necessary standards. Ap- 
proximately $1,000,000 per year of 
the federal maternal and child 
health grants-in-aid now are used 
for such purposes in demonstration 
programs only. Few state health 
departments have sufficient ma- 
ternal and child health funds now 
for an extensive premature care 
program. 

Since funds from patients, Blue 
Cross, or from public agencies are 
not covering the full cost of such 
care, it must be in a large part ab- 
sorbed by the hospitals—perhaps it 
is not a small cause of deficits. 

I believe that hospital associa- 
tions should study thoroughly the 
cost of care of prematurely born 
infants and work out plans for cov- 
ering such costs either by tax funds 
or insurance. 
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Designing a hospital for flexibility 


HE NEW Memorial Hospital of 

Bedford County, Pa., was de- 
signed with three basic points in 
mind: (1) Flexibility, (2) efficien- 
cy and economy of construction 
and operation, and (3) future ex- 
pansion. 

Since the hospital is near the 
Pennsylvania Turnpike and prob- 
ably will be called upon to handle 
many highway accident cases, it is 
anticipated that the daily census 
will vary more than most general 
hospitals of comparable size. 

The trustees desired to have as 
much flexibility as possible in the 
use of the available beds. This re- 
sulted in the elimination of all 
wards and in the designing of all 
rooms to adequately accommodate 
two beds. By so doing, the possi- 
bility of having a four-bed ward 
occupied solely by one female pa- 
tient (for example) while there 
are no beds for male patients has 
been eliminated. 

Since there are no wards, the 
consultants felt that the treatment 





Mr. Ritchie is a member of the archi- 
tectural and engineering firm of James H 
Ritchie and Associates, Boston. 
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DONALD RITCHIE 


rooms, nurses’ rest rooms, and 
waiting rooms on the patients’ 
floors could be omitted. This saving 
in construction costs offset the ad- 
ditional cost of the private arid 
semiprivate room setup. 

To develop the highest efficiency 
of operation possible, the general 
medical and surgical floor is de- 
signed as a double nursing unit 
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STRUCTURAL SECTION 


CLEVER structural system employed led to 
a substantial savings in cubage and costs. 





having a capacity of 53 to 57 beds. 
The unit is served by one nurses’ 
station, one set of utilities and one 
diet kitchen. Each patient room 
has its own toilet utility equipped 
with a lavatory, a water closet with 
bedpan-washing facilities and a 
cabinet work table with complete 
sets of utensils and supplies. This 
allows complete patient care with- 
out the necessity of having the 
nurse leave the room. It not only 
saves many steps but also allows 
each patient room to become an 
isolation unit on a moment’s no- 
tice. Even with as large a floor as 
this one, the most remote bed is 
only 100 feet from the nurse’s sta- 
tion and center of activity. 

Again with efficiency and econ- 
omy in mind, the first floor is de- 
signed to accommodate the operat- 
ing suite, accident and emergency 
service, x-ray department, labora- 
tories, and outpatient department. 
Thus, it is possible for an accident- 
emergency patient to be received, 
x-rayed and, if necessary, taken 
into the operating suite without 
having to undergo any vertical 
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travel. This not only saves time in 
emergencies but also saves on the 
number of personnel needed to 
staff the operating suite and the 


emergency unit. 


Another economical feature is 


the placement of the medical rec- 
ords department. By locating it ad- 
jacent to the medical library and in 
the outpatient area, it is possible 
for medical records personnel to 
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handle all three functions of in- 
patient and outpatient records, 
medical library and the entire out- 
patient department. 

The present hospital normally 
has 81 adult beds plus four pedi- 
atric cribs. This figure may be in- 
creased to 90 adult beds by con- 
verting private rooms to semipri- 
vate and by converting the two 
large semiprivate rooms on the 


































third floor to three-bed wards. If 
the census continues high and ad- 
ditions are necessary, it is planned 
to build two additional stories on 
each of the present one-story wings 
to the south and east. This will add 
12 additional rooms, or from 12 to 
24 beds. All other services in the 
hospital are now designed to take 
this additional load, and it is an- 
ticipated that the 24 added beds 
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will more than meet the demand 
for many years to come. 

One of the interesting features 
is the structural system employed. 
The exterior walls are load bear- 
ing and the interior framing is re- 
inforced concrete columns with 
reinforced flat slabs or slab band 
design. There are two rows of col- 
umns on the line of the corridor 
partitions and these columns sup- 
port one beam, which extends the 
full width of the corridor. By de- 
signing this as one beam in place of 
the conventional two-beam system, 
it is possible to make the beam 
much shallower and thus reduce 


the necessary height from floor to 
floor. The band averages about 12% 
inches in depth and the slabs, from 
the band to the exterior wall, about 
5% inches. The remaining seven 
inches provide an excellent place 
to run all conduits, pipes and ducts 
without excessive furred areas and 
allows for a maximum of clear 
height in the rooms, with a mini- 
mum of floor-to-floor height, lead- 
ing to a substantial savings in 
cubage and costs. : 

The costs and cubage figures on 
this hospital indicate the compact- 
ness and economy of the plan. The 
total cubage, including the ex- 


Paper cups are time savers in 


administering 


APER CUPS for the dispensing of 

both dry and liquid medications 
have been in use at the Presby- 
terian Hospital in New York City 
for about five years. This measure 
was initiated in an attempt to save 
nursing time formerly spent in 
washing and sterilizing medicine 
glasses for a more urgent phase of 
patient care. 

Liquid medicines can be given 
in a calibrated paper cup or the 
medication may be measured first 
in a graduated glass cylinder and 
then poured into an unmarked and 
pleated paper cup. The latter meth- 
od is in use in the hospital and a 
supply of these waxed paper cups 
is kept in a standard paper cup 
dispenser conveniently mounted 
on the wall near the medicine case. 
Dry medications are placed di- 
rectly into a small one-ounce por- 
tion cup. 

Upon administering the medica- 
tion, the cup is either discarded 
into a paper bag which is kept at 
each patient’s bedside for small 
refuse, or it may be collected with 
others and thrown away when the 
nurse returns to the medicine case. 
The time usually spent in washing 
and sterilizing medicine glasses is 
saved by either method, and in an 
institution of this size (1,157 beds), 
this has proved to be worthwhile. 
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medications 





MEDICATIONS may be poured into a paper 
cup after they have been carefully measured. 


Another factor which influenced 
our decision to change to paper 
medicine cups was injury to per- 
sonnel through breakage of medi- 
cine glasses. With repeated wash- 
ing and sterilizing, glasses became 
chipped and broken at a fairly 
regular rate and it was inevitable 
that some of this breakage would 
result in injury to personnel. Pa- 
per medicine cups have eliminated 
this accident hazard. 

This same factor should be taken 
into consideration when caring for 








tremely large storage area of 44,000 
cubic feet under the south wing, is 
616,588 cubic feet, or an average 
of 7,250 cubic feet per bed based 
upon the normal occupancy rate. 

The cost of construction was 
$1.42 per cubic foot and the overall! 
cost of the project, ready to oc- 
cupy, including land, buildings, 
water and sewer systems, furnish- 
ings, equipment and fees, was just 
over $14,000 per bed. Thus, it is 
felt that the three primary con- 
siderations of flexibility, efficiency 
and economy of operation and con- 
struction, and future expansion, 
have been adequately met. 
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specialized types of patients such 
as those on the neurological serv- 
ice, where, for the safety of a dis- 
turbed patient, nothing breakable 
is permitted at the bedside unless 
a nurse is in attendance. In addi- 
tion to using paper medicine cups 
in these units, mouth care trays 
are set up with paper containers, 
and between-meal nourishments 
are served in paper cups. 

Paper containers of all kinds 
are also useful in the care of anoth- 
er specialized group of patients— 
those with a communicable dis- 
ease, for whom isolation technique 
must be observed. Food trays for 
these patients can be set up with 
attractively designed paper tray 
covers and the food served in pa- 
per plates and cups. 

Although the nursing staff has 
been enthusiastic about the use of 
paper medicine cups for their time- 
saving properties, there was one 
difficulty connected with their use 
that had to be overcome. When the 
cups were arranged on the usual 
flat medicine tray, they were easily 
blown about or even overturned 
because of their lightness. This 
problem has been solved by secur- 
ing a medicine tray with a two- 
inch rim which protects the cups 
from an occasional draft or breeze. 
—MARION D. CLEVELAND, R.N., as- 
sistant director of nursing, medi- 
cine and surgery, Presbyterian 
Hospital, New York City, and as- 
sistant professor of nursing, medi- 
cine and surgery, department of 
medicine, Columbia University, 
New York City. 
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Among things to remember... 


Good housekeeping deserves respect 


ROGER SHERMAN 


HE DEVELOPMENT of hospitals 

has been closely followed by 
recognition of the importance of 
swaying opinion among those con- 
nected directly or indirectly with 
everyday functions of the institu- 
tion. The hospital housekeeper fits 
very neatly into this public rela- 
tions program, 

The housekeeping department 
operates to a large extent in front 
of the public. The results of the 
efforts of the housekeeper and her 
staff are being scrutinized and 
evaluated constantly. Whether this 
is a conscious act on the part of 
the public is not important. There- 
fore, in training her people the 
housekeeper should never lose sight 
of the necessity of having her staff 
appear neat at all times. Their work 
should reflect her efforts. 

If the relatives of patients are 
unable to see out of the windows, 
or if the walls are shabby, or if the 
maid cleaning the floor spatters the 
patient’s dressing gown, the reac- 
tion of the public is akin to their 
reaction to a surly nurse or a poorly 
prepared meal. 


HOUSEKEEPER'S TASK 


Certainly in attempting to enlist 
public opinion, the appearance of 
the hospital should be the first line 
of positive approach. The patient 
and his relatives are going to be 
impressed by lobbies and corridors 
that reflect diligence in their care. 
Draperies that are soiled and vene- 
tian blinds that are heavy with 
dust give the patient an immediate 
feeling of uneasiness. The feeling 
is translated into the thought that 
if such unsanitary conditions exist, 
what then may he expect from the 
nursing and medical departments? 





Mr. Sherman is administrator of the 
Children’s Hospital, Akron, Ohio. 
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The finishing touch to a well run hospital 
is glistening cleanliness inside and _ out, 
best accomplished through genuine respect 
for wielders of the mop, dustcloth and broom. 


In other words, the finest nursing 
care will never receive its deserved 
recognition if it is placed side by 
side with an inferior housekeeping 
department. 

There are administrators who 
will admit that they are at fault 
in not recognizing this point. At 
the same time, housekeepers them- 
selves can be criticized for their 
lack of diligence in explaining 
their problems first to the admin- 
istrator and then to their own 
people. 

Housekeepers should never hesi- 
tate to bring their programs or 
problems to the administrator. As- 
surance of the department’s proper 
place in the hospital family will 
make it possible for the house- 
keeper to instill in the workers in 
her department a_ professional 
pride in their accomplishments. 
This is the crux of adequate house- 
keeping in the hospital. 

The department definitely will 
be no better than the supervisory 
“know how” of its head. The house- 
keeper should attend all depart- 
ment head meetings and should 
feel free to discuss her problems 
with the head of the nursing de- 
partment, assuming that most of 
her problems are with this depart- 
ment. She should be encouraged to 
attend the various courses avail- 
able in maintenance housekeeping. 

Housekeepers must be a com- 
bination of a personnel man in hir- 
ing, a teacher of methods, and a 
buyer. One problem that faces the 
housekeeper is the question of per- 
sonnel and personalities. These two 
similar sounding words refer to 
matters which differ greatly. 

The word “personnel” is meant 
to cover only those who work in 
the department. The word “per- 
sonality” edges over into the rela- 


tionship of the members of the 
department along with the house- 
keeper and with the other depart- 
ments in the hospital. The golden 
objective of any housekeeper 
should be the establishment in the 
minds of those in other depart- 
ments of an attitude of professional 
respect for the housekeeping de- 
partment. 


OBLIGATION TO EMPLOYEES 


We all pride ourselves on our 
aim of securing people of high 
character and ability for our work- 
ing family. We must then accept 
the idea that all of our people are 
individuals who have rights and 
ambitions and who should be given 
the feeling that they are important 
in the general scheme of things and 
that the hospital depends upon 
their efficiency. 

In connection with this, lockers 
should be provided for their cloth- 
ing and it should be the practice, 
as it is at our hospital, for all em- 
ployees to eat in the same dining 
room. We think this is valuable in 
establishing the prestige of the 
housekeeping department. 

Housekeeping employees should 
be provided with attractive uni- 
forms at hospital expense and the 
uniforms should be laundered as 
often as necessary to keep them 
clean and efficient appearing. Of 
course this is an expense, but it is 
far cheaper than the cost of a loss 
of prestige in the eyes of the public. 

The housekeeper who has mas- 
tered the knack of skillful impro- 
visation (the key-note in the mat- 
ter of scheduling work), who has 
clearly in mind the condition in 
which she wishes to maintain her 
institution, and who has sold her 
administrator on her point of view 
cannot help but succeed. 
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Putting statistics to work 


— ADMINISTRATORS are aware of 
the necessity for good medical 
records if, professionally, their hos- 
pital is to be approved and accred- 
ited and if it is to render medical 
care that will be recognized in the 
medically conscious world of today. 

One may ask how the medical 
record department can help pro- 
duce good medicine. Briefly, every 
administrator is responsible for 
making available to his medical 
staff and to himself the following: 

1. The records of a patient’s past 
illnesses in order that the patient 
may receive the proper attention 
without duplication. 

2. A library that may be used 
for comparison and research. 

3. Records to assist medical staff 
members in qualifying themselves 
for board membership. 

These are but a few of the rea- 
sons why, from the professional 
point of view, a good medical rec- 
ord and a good medical record de- 
partment are essential. 

Few realize that there are prob- 
ably many more ways in which the 
medical record may be utilized as 
an administrative tool. Some of 
the possible uses are: 

1. To judge the quality of the 
medical staff. Our community and 
board hold us responsible for the 
quality of medicine practiced in our 
hospital. The following danger 
signs, so aptly pointed up in 
TRUSTEE, comprise a yardstick to 
measure the quality of the medi- 
cal service rendered.! 
>» More than 10 per cent to 12 per 
cent of normal tissue removed in 
surgery. 
>» More than four per cent to five 
per cent caesarian sections. 

» High death rate. 
» More than % of one per cent 


% Mr. Eaton is business manager and as- 
sistant administrator of the Rochester 
(N.Y) General Hospital. 
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maternal death rate for obstetrical 
patients. 

>» More than two per cent infant 
mortality. 

» High rate of disagreement be- 
tween pre-operative and _ post- 
operative diagnoses. 

» More than one per cent post- 
operative infections. 


Fig. 1—data 


» Low percentage (below 15 or 20 

per cent) of consultations. 

» More than one per cent post- 

operative death rate for surgical 

patients. 

» Post-anesthesia complications. 
2. To see where we are going. 

In June and July of 1948, 1949, and 

1950, the records of 1,000 consecu- 

tive admissions to the Rochester 






General Hospital were analyzed 
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from 1,000 admissions 


The following figures show a breakdown of admissions during a three-year period. They point 
up the increasing number of patients being admitted who are covered by Blue Cross insurance 
and show the number of patients on each of the four services. 


Pay status of patients 


Blue Cross 

Non-insured , 
Self pay 362 
Compensation ; 36 
Welfare : roe Ss ae 


Total 


Service provided 
Surgical 
Medical .. 
Obstetrical 
Pediatrics 


Total 


1948 1949 1950 
586 590 619 
414 410 381 

318 302 

47 4! 

45 38 
1,000 1,000 1,000 
591 624 618 
143 138 178 
231 197 172 
35 4\ 32 
1,000 1,000 1,000 





Fig. 2—status of patients on each service 


Over a two-year period, a greater number of patients were admitted on each of four services 
who held Blue Cross insurance than patients ona self pay basis. 


Non-Blue Cross patients 











Private Semiprivate Ward Total 
1949 1950 1949 1950 1949 1950 1949 1950 
Surgical 32 30 87 187 123 9 242 226 
Medical 16 18 20 52 33 3 69 73 
Obstetrical 8 6 48 56 30 6 86 68 
Pediatrics 0 0 4 I 9 3 13 14 
Total 56 54 159 306 195 21 410 381 
Blue Cross patients 
Private Semiprivate Ward Total 
1949 1950 1949 1950 1949 1950 1949 1950 
Surgical 46 64 336 328 382 392 
Medical 27 33 42 72 69 ~=105 
Obstetrical 23 15 88 89 Itt = 104 
Pediatrics 4 0 24 18 28 18 
Total : : .. 100 112 490 507 590 619 
HOSPITALS 
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(see Fig. 1). Upon careful perusal 
of the chart, we detected some 
very obvious trends. 


3. As a basis for service and 
economic statistics. The totals of 
each service including source of 
payment are illustrated. (Fig. 3). 

4. Tallying out the hospital’s 
bill to the patient’s satisfaction. A 
check to see if we are billing for 
services rendered. 


5. Cost studies to determine 
whether our hospital can afford to 
establish professional departments. 
The study of operative reports of 
750 consecutive surgical patients’ 
records led us to believe that a de- 
partment of anesthesia would pay 
its way. (Fig. 4). 

6. To investigate the feasibility 
of flat fee charges. We found it 
practical to make one flat drug 
charge for obstetrical patients 
rather than to make several charg- 
es for ante-partum and post-par- 
tum drugs. This resulted in savings 
in charge tickets and in the time 
of both ward clerks and accounting 
employees. The successful trial in 
obstetrics brought about a similar 
study of routine drugs used for all 
types of patients, resulting in a flat 
routine drug charge for them. 

7. To save operating room time. 
Surgical staff members were al- 
ways complaining that their pa- 
tients had to wait days before they 
could be booked in the operating 
rooms. Operative reports were 
charted for a month. (Fig. 5). 


8. To safeguard against malprac- 
tice suits. Good records are recog- 
nized as a legal defense. 


We may well say, “But the above 
are not true functions of the med- 
ical record department.” What 
more central spot for gathering 
hospital statistics do we have? This 
department has the mechanics and 
the mechanism—why not use it 
rather than set up a separate over- 
lapping department? 

These are just preliminary ex- 
plorations into the uses for a med- 
ical record and a medical record 
department. Undoubtedly there 
are many other possibilities. 





1“The Board’s Control of Hospital Med- 
ical Care: Part II—Dealing with Deficien- 
cies,” Trustee, the Journal for Hospital 
Governing Boards, December 1949. An 
eight-article series on this subject was re- 
printed as “The Board’s Control of Hos- 
pital Medical Care’’ and is available from 
the American Hospital Association, 18 E. 
Division Street, Chicago 10. Price $1. 
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Fig. 3—service and department record 


By using a table compiled from medical records, it is possible to obtain a complete picture of 
the operation of the hospital, and to note trends in operation of a service or department. 



































Inpatient hospital service 1948 1949 1950 
Number of patients admitted... ...escessceeceeessesseseeemeceeee 14,966 15,012 14,794 
Number of patient days care............... ee 123,347 119,124 112,816 
Average length of stay (days) ...........-ecesce-ssesseeseessneeneseeenees 8.03 7.91 7.62 
Number of births siesubbere i 2,520 2,612 2,209 
Number of operations. 6,759 6,658 6,580 

Source of payment 
OS a eo he ee ee 60,568 61,545 59,799 
Self pay PRE TP NE AE Re: 35,340 31,205 32,008 
Compensation ......... ...... ; 6,514 4,921 4,130 
RT SONI  soasee saci eierStoaceorerack aes oactspoiines 18,244 18,150 15,941 
Other 2,359 3,303 

Employee health service 
Total employee visits.. ne ee 5,355 7,566 9,070 
TT aoc secaainccnaeicccncccncvacbapeecinnicicoeivoned 7,765! 6,748!/, 7 469%, 

Outpatient hospital service 
Clinics: 

TOE DIINO oiccosk i ensnsbcccnctin ae Re Ll 1S Se 3,839 4,114 4,198 
Total visits ’ 21,073 22,483 21,361 

Medical social service 
Total patients interviewed... eeeeceeccsssecsecseesnceneeneesneenees 5,977 10,991 9,539 

Professional services 
Pathology department 

Total diagnostic Procedures. ..........-c.-:es-sssseseneeessessssnesseneees 100,918 109,743 122,571 
X-ray department 

Total diagnostic Procedure..............--:.se-ssessesseeeseecseeesnees 23,441 24,567 26,954 
Physical medicine department 

Total diagnostic Procedures............-..---.----scsscceseesseeeenesenees 17,174 24,335 30,033 
Electrocardiography and metabolism... 1,893 1,944 2,304 
Dietary department 

Total meals served...... : REED <a thr ee 559,682 543,196 692,871 

Nonprofessional services 

Laundry department 
Total pounds of laundry... 1,192,069 1,284,667 1,307,822 
Maintenance department 
Electricity: Total kilowatt hours............ : 947 338 905,708 923,558 
Steam consumption: Total pounds 46,890,220 69,807,500 44,913,100 
Volunteer aide service 
Total number of hours given by volunteers pees 27,980 28,552 27 892 





Fig. 4—anesthesia record 


Records of 750 surgical patients’ records indicated that a department of anesthesia would pay 
its own way. This chart shows anesthesia time for 750 operations (tonsils excluded) and the 
cost fo the patient. The fee schedule used is $15 for the first half hour and $5 for each 
subsequent half hour. 


Minutes Fee Operations Total fees Per cent 
0-30 . Se ae Ryle Bx 285 . _ $4,275 38.0 
31-60 - oe .... 208 . 4,160. eee 
61-90 SS Ee _ 114 . 2,850 . 15.2 
91-120 . asd: 30 a . 1,980 ; <, an 
121-150 . L ke oa ee . 1,435 5.4 
oso vccec-coscbdecasss, a Ree alts 640 ; . 2.0 
181-210 . os . 45 a | ew P ; 450 : as 
211-240 . : . 50 4. 200 
241-270 . 55 1. 55 
271-300 . ; . 60 1. 60 
301-330 ... ae 2 130 
331-360 . 70 1 70 1.6 
361-390 aS 0 0 
391-420 ; 80 0 OS: 
421-450 . 85 ! 85 
Tctal 750.. cess sseevene $ 16,390 100.0 





Fig. 5—operating room data 


Medical records proved that almost five times as many operations as were completed could 
have been booked. The following is the operating room data from 12 o'clock noon 
to 6 p.m., September 1 through September 30, 1950 (Labor Day and weekends not included). 








Orthopedic Other Total 
COG FM ONE 0 5st 19 50 69 
oi eee Re orotate ee 23 hrs., 20 min. 41 hrs., 10 min. 64 hrs., 30 min. 
Average time for 69 operations (including 15 min. cleanup time) ; 71 min. 
Total potential operating room time available during September afternoons........ 28,800 min. 
Less actual operating room time used I Bh Rt emp ees he ed 3,870 min. 
Less 15 minutes cleanup time per operation (15 x 69). Bee: 1,035 min. 
Available time not used in September afternoons... LE = IPDS oie oe ..... 23,895 min. 
Potential operations not scheduled (23,895 = 71)... : depersias 336. 
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CTIVE MEMBERS of the hospital 

field and some newcomers will 
be in the spotlight of the Ameri- 
can Hospital Association’s 53rd 
convention when it meets in St. 
Louis September 17-20. 

Traditionally, the opening con- 
vention session sets the theme for 
the remaining programs. Speakers 
at the first general session are 
leaders of national reputation who 
are qualified to speak on public 
health and hospital problems. 

At the 1951 convention the pres- 
idents of two organizations in the 
medical profession will introduce 
the theme, “Trends influencing the 
quality of hospital care,” and speak 
in particular on the subject of hos- 
pitals and the practice of medicine. 
Dr. John W. Cline of San Francisco, 
president of the American Medical 
Association, is presenting the view- 
point of the physician. Dr. J. P. 
Sanders, Shreveport, La., presi- 
dent of the American Academy of 
General Practice, will speak on 
hospitals and the general practi- 
tioner. 

The viewpoints of the hospital 
trustee and the hospital adminis- 
trator will be presented by Robert 


NOMINEES FOR HONORARY MEMBERSHIP 


Who’s who among convention celebrities 





Introducing speakers and honored guests 


Cutler, president of Old Colony 
Trust Company, Boston, and a 
trustee of Peter Bent Brigham 
Hospital, and Association President 
Charles F. Wilinsky, M.D. This 
opening session will be on Monday 
afternoon, September 17, in Kiel 
Municipal Auditorium. 

Three men well-known in hospi- 
tal circles will carry on discussion 
of the convention theme at the sec- 
ond general session Tuesday after- 
noon. Among the major trends in- 
fluencing the quality of hospital 
care has been the development of 
formal courses in hospital admin- 
istration. Dr. Arthur C. Bachmeyer, 
director of the University of Chi- 
cago Clinics, treasurer of the 
American Hospital Association, and 
director of the administration pro- 
gram at the University of Chicago, 
may be expected to present a thor- 
ough analysis of this trend. 

Costs and the effect of inflated 
costs is the subject of Dr. Albert 
W. Snoke’s talk. Dr. Snoke is direc- 
tor of Grace-New Haven Commu- 
nity Hospital in New Haven, Conn., 








DR. SCHLINK 


DR. SCHEELE 


and chairman of the Association’s 
Council on Prepayment Plans and 
Hospital Reimbursement. 

Association President-elect An- 
thony J. J. Rourke, M.D., will dis- 
cuss hospital standardization and 
its effect on the quality of hospital 
care. Much time and thought has 
been spent on the subject of stand- 
ardization in recent years, and Dr. 
Rourke’s talk should be both in- 
formative and useful to adminis- 
trators. Dr. Rourke is physician su- 
perintendent of Stanford Univer- 
sity Hospitals, San Francisco. 

Two general sessions are sched- 
uled for Thursday, the closing day 
of the convention. Speakers and 
their topics for the morning session 
—mobilization as it affects the 
quality of hospital care—have not 
yet been announced. The program 
for this session will be completed 
later in the summer to provide the 
most current information on the 
role of hospitals in national mobil- 
ization. 

Thursday afternoon, at the final 
session of the 53rd convention, the 





MR. MARTIN 
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topic will be “Attaining adminis- 
trative flexibility in meeting 
changes.” R. W. Bunch, division of 
hospital management, Public 
Health Service, will open the pro- 
gram. Mr. Bunch is chairman of 
the Association’s Committee on 
Personnel Relations. 

Among the speakers will be 
James W. Tower, New York City, 
discussing administrative func- 
tions, and Ray E. Brown, superin- 
tendent of University of Chicago 
Clinics, speaking on the organiza- 
tion of administrative functions in 
the hospital. 

Closing all conventions is the an- 
nual banquet of the American Hos- 
pital Association at which new 
honors are conferred on outstand- 
ing members of the hospital and 
public health fields, and the presi- 
dent is inducted. 


ASSOCIATION HONORS 


Receiving the highest honor of 
the Association, the Award of 
Merit, this year will be Dr. Bert 
W. Caldwell, former executive sec- 
retary of the American Hospital 
Association. 

Dr. Herbert H. Schlink, president 
of the Australian Hospital Associa- 
tion; the Honorable Paul Martin, 
Minister of National Health and 
Welfare in Canada, and Dr. Leon- 
ard A. Scheele, surgeon general of 
the United States Public Health 
Service have been nominated by 
the Board of Trustees to receive 
honorary memberships in the As- 
sociation. 

Dr. Schlink was one of the 
founders of the Australian Hospital 
Association and serves as its first 
president. He has aided develop- 
ment of prepaid hospital and med- 
ical care plans in Australia. An au- 
thority on gynecology, Dr. Schlink 
has combined his research and 
teaching activities with his interest 
in hospital administration. 

Dr. Schlink was medical super- 
intendent of Royal Prince Alfred 
Hospital, Sydney, from 1910 to 
1912. Following this he joined the 
medical staff of the hospital and 
continues to take an active part in 
clinical work. From 1934 to the 
present Dr. Schlink has been chair- 
man of the board of Royal Prince 
Alfred Hospital. 

The Honorable Mr. Martin was 
born in Ottawa, Ont., and holds 
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degrees from St. Michael’s College 
and Osgoode Hall Law School. He 
was first elected to the House of 
Commons in the general election 
of 1935. Mr. Martin became Secre- 
tary of State for Canada in April 
1945. His appointment as Minister 
of National Health and Welfare 
came in December 1946. In addi- 
tion to his governmental activities, 
Mr. Martin is the honorary pres- 
ident of the Canadian Hospital 
Council. 

The third nominee for member- 
ship is Dr. Leonard A. Scheele who 
became surgeon general of the 
Public Health Service in April 
1948. Prior to that time, Dr. 
Scheele was assistant surgeon gen- 
eral and director of the National 
Cancer Institute. 

Since receiving his M.D. Degree 
from Wayne University School of 
Medicine, Detroit, in 1934, Dr. 
Scheele has held many posts in the 
public health field. From 1939 to 
1942 he was officer in charge of the 
National Cancer Control Program 
of the National Cancer Institute. 
In 1942 and 1943 he was chief of 
the Field Casualty Section, Medi- 
cal Division, United States Office of 
Civilian Defense. 


INFORMAL SESSIONS 


Many persons known to conven- 
tion-goers are scheduled for active 
roles during the sectional meetings 
on Wednesday, and other informal 
sessions. At the Blue Cross session 
on Tuesday morning, for example, 
the program will be under the cap- 
able leadership of William S. Mc- 
Nary, chairman of the Blue Cross 
Commission and executive vice 
president of Michigan Hospital 
Service, Detroit; Richard M, Jones, 
director of the Blue Cross Com- 
mission, Chicago; James E. Stuart, 
executive director of Hospital Care 
Corporation, Cincinnati, and Dr. 
Fred G. Carter, superintendent of 
St. Luke’s Hospital, Cleveland. 

During the convention week, ad- 
ministrators and others in the hos- 
pital field will meet speakers with 
stimulating ideas and significant 
comments to offer on current 
trends influencing the quality of 
hospital care. From the speakers 
at the first general session to the 
honored guests at the annual ban- 
quet, they will contribute much of 
value to the 1951 convention. 





AWARD OF MERIT 





DR. CALDWELL 





Word was received July 27 of 
Dr. Caldwell’s death at Beloit 
(Wis.) Memorial Hospital as 
HOSPITALS was going ‘to press. 
A complete story will appear in 
the September issue. 











Dr. BERT WILMER CALDWELL is 
receiving the Award of Merit, the 
highest award of the American 
Hospital Association, in recognition 
of his service to the hospital field 
and the promotion of public health 
throughout the Americas and in 
Europe. 

Dr. Caldwell was executive sec- 
retary of the American Hospital 
Association from 1928 to 1942. 
Among the services started during 
this period was publication of Hos- 
PITALS magazine in 1936 with Dr. 
Caldwell as editor. 

After graduating from Barnes 
Medical College, St. Louis, in 1898, 
Dr. Caldwell practiced medicine in 
St. Louis. He entered the public 
health field in 1905 when he was 
put in charge of Santo-Tomas and 
other hospitals in the Republic of 
Panama during the building of the 
Panama Canal. 

Dr. Caldwell was a member of 
the Yellow Fever Commission, 
Rockefeller Foundation in Mexico, 
from 1920-22. In the following 
years he was superintendent of 
State University of Iowa Hospital 
and of Tampa (Fla.) Municipal 
Hospital, until joining the Associa- 
tion staff. 



































Better food service 


IN AN ATMOSPHERE of hopeful speculation the 
Master Menu was first made available to all read- 
ers of HospIra.s early in 1949. The need for some 
widely applicable means of improving hospital 
food service was obvious, but certain hazards and 
barriers also were obvious. 

Two and a half years later the Master Menu has 
more than justified the sponsors’ faith. In large 
hospitals it has been found useful as a guide to 
planning special diets. In smaller hospitals it has 
been found useful as a complete menu planning 
service—complete except for such minor substi- 
tutions as are indicated by local food preferences 
and market conditions. 

As a consequence, the Master Menu kit now is 
being reissued with additions and improvements. 
Wall cards have been enlarged and their readabil- 
ity improved. Transfer slips have been enlarged 
so that the number of portions can be specified 
and instructions to the kitchen staff posted. A diet 
manual has been added. This is a guide to efficient 
use of the service. A total of 23 diets are discussed 
—the eight diets on the Master Menu plus 15 ad- 
ditional therapeutic diets that may be planned 
using the daily menus as a basis. 

The new Master Menu should be an even more 
valuable administrative. tool than the original. 
Because good menu planning is so essential to good 
patient care, this remains one of the few Associa- 
tion services still available to member and non- 
member hospitals alike. 

Administrators are urged to call it to the atten- 
tion of dietitians or other supervisors of their 
hospital’s food service. Both administrators and 
those who do the menu planning are invited to 
suggest further improvements. 


Costs for emergency service 


ARE VOLUNTARY HOSPITALS, in frantically trying 
to balance their budgets these days, unmindful of 
the financial losses they may be incurring in the 
operation of their emergency department services? 

In many instances where accurate departmental 
cost analyses are being made in hospitals, results 
show that the services of the emergency depart- 
ment are being priced far below the actual cost to 
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the hospital. It is granted that the first concern 
of a hospital in its operation of an emergency de- 
partment should be the immediate rendering of 
surgical or medical care to the patient. But should 
it follow that those emergency patients who are 
financially able to pay for this care be billed only 
a nominal charge for the service? 

Many hospitals are not aware of the total cost of 
operating their emergency service. Their account- 
ing records reveal only certain direct expenses of 
the emergency department; with x-ray, central 
supply, pharmacy and other expenses applicable 
to the emergency patient lost sight of in their 
records. But many other hospitals do know that 
the emergency department is operating at a loss 
and still take no steps to increase their charges to 
approximate the cost of the services furnished 
these ambulatory patients. It may be that such 
hospitals are confusing “emergency” with “indi- 
gency” or are unaware of the fact that a large 
percentage of the population today carries hospi- 
talization or accident insurance which provides 
hospital emergency service coverage. 

Some hospital administrators believe that keep- 
ing these charges low is good public relations. 
Other administrators, however, have adopted what 
they are convinced is a more realistic attitude: 
The closer relating of emergency fees and charges 
(for both routine services of the department and 
all extras) to hospital costs. These administrators 
report this action has had no ill effects whatever 
on hospital public relations. 

Is not a closer look at costs and charges of this 
department indicated? 


The no-strike pledge 


IN MID-JULY newspapers across the country car- 
ried their own versions of this headline: “AFL 
Strikers Peril Patients in 10 Hospitals.” Under the 
headline were such items as these: 

“Deliveries of milk, meat, fresh vegetables, bread 
and other foods were halted by sympathizing 
members of the AFL teamsters union . . . minor 
surgery was postponed in some hospitals to lighten 
the work of reduced service staffs and to save their 
resources for major operations and emergency 
care of the sick . .. pickets blocked doors and gates 
of hospital property at several institutions .. . 
pickets at one hospital seized the administrator 
and pulled his suit coat half off.” 

Such was the news from Minneapolis where sev- 
eral hospitals have been unionized for a number 
of years and where the original contracts were 
signed with a solemn pledge that there would be 
no strikes. 

The moral here is that any no-strike pledge by 
a union is meaningless, even when it is made in 
good faith. 
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How a national health program 


can be put across 





PRESIDENT TRUMAN AND Federal Security Ad- 
ministrator Oscar R. Ewing have invited the op- 
ponents of compulsory health insurance to a peace 
conference. 

In his June 22 address at Bethesda, Md., the 
President referred to his administration’s compul- 
sory health insurance program, and then added: 

I want to make it clear, however, that I am not 
clinging to any particular plan. . . And I will say 
here and now that if the people who have been 
blocking health insurance for five years will come 
up with a better proposal—or even one that is al- 
most as good—I’ll go along with them. I want to get 
the job done, and I am not concerned in the slightest 
with pride of authorship. 

Three days later Mr. Ewing presented to a press 
conference the outline of a new program which 
he calls “Old-age and survivors hospitalization in- 
surance.” As reported in the news section of this 
magazine, his is a plan which would use social 
security funds to finance 60 days of hospitalization 
for all people entitled to old-age and survivors 
insurance benefits—and in two years these people 
would number about 7,000,000. 

When asked for comment, a spokesman for the 
American Medical Association promptly rejected 
the proposal, saying: “A better program already 
is available and is functioning admirably—the 
American medical system, which has made this 
the healthiest great nation in the world.” 

The American Hospital Association has made no 
official comment. Mr. Ewing’s plan has been re- 
viewed quickly by the Council on Government 
Relations, the Committee on Coordination of Ac- 
tivities and the Board of Trustees, and it has been 
returned to the Council on Government Relations 
for further study and report. 

Mr. Ewing appears to have gone as far as his 
convictions permit in placating the opponents of 
compulsory health insurance. 

For those who worry about a higher tax burden, 
he offers assurance that no new taxes will be 
necessary. For those who shrink from the pros- 
pects of excessive red tape and other evils of cen- 
tralization, he offers to turn the distribution of 
funds over to state governments. For hospitals 
now straining to avoid operating deficits, he offers 
to pay actual operating costs, and he would not 
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be fussy about the methods of calculating such 
costs. He would guarantee to the participating 
hospital “freedom from supervision or control over 
details of its administration, operation and per- 
sonnel.” Finally he would quiet the fears of physi- 
cians by eliminating them from the program; that 
is, by insuring the 7,000,000 against only the costs 
of hospital care. 

While these are large concessions, Mr. Ewing’s 
plan will be widely recognized as a small but al- 
most complete package of what its proponents call 
national health insurance and its opponents call 
socialized medicine. Beneficiaries are fewer and 
benefits are limited, but the fearsome mechanism 
is intact; and this mechanism is the offer of tax- 
paid (hence seemingly free) service to the rich and 
poor, the solvent and insolvent, without discrimi- 
nation. The arguments against compulsory health 
insurance take many forms, but all revolve around 
this question: Should the government try to show- 
er its largess on everybody, or only on the esti- 
mated 15 to 20 per cent who really need it? 

Would government-financed health insurance be 
administratively impossible? Probably not, if it 
covered only the 20 per cent. Would it undermine 
the voluntary hospital system? Would it make 
good medical care impossible? Would it be too 
expensive? Would it destroy private initiative? 
Would it lead to the socialization of all American 
life? Probably not, if it covered only the 20 per 
cent. 

Mr. Truman and his advisers might be surprised 
by the ease with which they could get the job done, 
if they were to make a fresh start. 

Suppose they were to recognize as the success- 
ful opponents of compulsory health insurance, not 
a handful of fiendish self-seekers but millions of 
citizens in all walks of life who have deep and 
honest fears of the consequences. 

Suppose they were willing to have the govern- 
ment help only thése who need help, letting those 
who are capable of doing so buy their own health 
insurance. 

Suppose they were to nail this principle into 
Mr. Ewing’s new plan. Who could then argue 
against a national health program, and what could 
they say? 
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A large state-owned mental hospital, finding 


that its manual accounting system was a te- 
dious, sketchy procedure, decided to put in a 
machine accounting set-up. This innovation, 
together with a personally designed set of 
forms, provided savings in time and temper. 


Business machine accounting 


in a state mental hospital 


CARL D. RINKER 


N STATE OWNED mental hospitals, 
I innovations are few and far be- 
tween. The institution proceeds ac- 
cording to the “tradition”. At the 
Independence (Ia.) State Hospital 
we have worked out some proce- 
dures in the hope that we can 
clear up some of the discrepancies, 
especially those caused by outdated 
manual accounting systems. For 
example, here is the way our sys- 
tem worked before we put in a 
highly efficient machine account- 
ing setup, 

Vouchers were classified accord- 
ing to the nature of the expendi- 
ture, such as salaries, provisions, 
repair of buildings, cleaning sup- 
plies, institutional furnishings—26 
classifications in all. Each month a 
report of the total of each expendi- 
ture classification was prepared for 
presentation to the board of con- 
trol. The total of 12 such reports 
represented the annual report. 

Payroll preparation was even 
more laborious and _ produced 
equally sketchy records. The pay- 
roll was prepared by making a 
copy of the previous one, adding 
new employees, dropping those 
who had left, and recording in a 
hit or miss method transfers and 
changes of job title. 

All checks were hand-written 
and individual employee earnings 
records hand-posted after the 
checks were distributed. (Thefe 
was no personnel office nor em- 
ployment clerk). Four to five days 
of frenzied activity were always 
necessary in preparation of each 
payroll. 


Mr. Rinker is business administrator of 
the Independence (Ia.) State Hospital. 
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Action by a forward thinking 
board of control resulted in ap- 
proval for the purchase of a book- 
keeping and accounting machine. 
A survey of the various makes and 
models of such machines narrowed 
the field to two, both cf which 
featured adding machine and type- 
writer keyboards. 

A demonstration of each ma- 
chine was conducted in the com- 
pany salesrooms. It had been so 
arranged that those employees 
who would be working with the 
machine were present at both 
demonstrations. The final choice 
was made after a thorough discus- 
sion of relative merits and repre- 


all who would be concerned. 


NEW FORMS 


It now became necessary to de- 
sign accounting forms which would 
satisfactorily receive our machine- 
made statistics. We began with the 
payroll procedure. We tried to 
simplify as much as possible, and 
were able to eliminate need for a 
“dummy” payroll through expan- 
sion of an idea employed in the 
design of the employee’s earnings 
record card. This card was so 
printed that the top two inches 
were devoted to a record of all 
data pertinent to the pay of the 
employee, including name, payroll 
number, job title, base rate, extras, 
and all regular deductions—for a 
full pay period. 

In preparing the payroll, three 
copies of the payroll form with 
necessary carbons are first placed 
in the machine and aligned. The 
individual employee earnings rec- 
ord card is then inserted and a 
payroll check, with spot carbon in 
the detail stub, placed in front of 
it. The machine is now ready to 
simultaneously produce the check, 
record earnings and deductions on 
the earnings card and record all 
detail on the three copies of the 
payroll. At this point the design 
of our earnings card becomes valu- 
able as it permits the machine 
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THE EMPLOYEE'S earning card was so designed that the top two inches were devoted to 
a record of all the data pertinent to the pay of the employee for his full pay period. 
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PAYROLL checks (left) are 
the size of dollar bills and 
have spot carbons in the de- 
tail strip. All data shown 
on the check is reproduced 
(below) on the payroll sum- 
mary in one machine opera- 
tion, 





thereon according to the record « 
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operator to read and reproduce the 
data visible on the top section. 

It is evident that such a system 
could only apply in the case of em- 
ployees who were never absent, 
who never earned overtime, and 
whose deduction status was con- 
stant. A study of past payrolls re- 
vealed that 65 to 75 per cent of our 
employees regularly fell into this 
category. We then worked out an 
“exception slip” which has success- 
fully covered all irregularities. 
Roughly, this is a small paper form 
which can be fitted exactly over 
the top of the earnings record card. 
It is printed identical to the card 
top and perfectly matched with it. 
We have the slips in both white 
and pink, each for a particular use. 

At the end of the pay period the 
time sheets are passed by the de- 
partment heads to the personnel 
office for pre-audit. Here an “ex- 
ception slip” is prepared to show 
all fixed data for each employee 
who has other than an exact full 
amount of time for the period or 
who has made a change in extra 
earnings or deductions. 

The slips are completed in the 
accounting department and at- 
tached firmly to the top of the 
applicable card. In the case of a 
salary advance during the period, 
a pink slip is prepared in full with 
the advance shown as a miscel- 
laneous deduction. With all slips in 
place, a reproduction by the ma- 
chine operator of what she sees 
produces a perfectly prepared pay- 
roll, payroll checks and earning 
record cards posted to date. 
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The payroll is written by de- 
partments. Each section is totaled 
separately and proved against an 
adding machine type of gross earn- 
ings as taken from the earnings 
cards and exception slips. 

The entire payroll procedure, 
including pre-audit, now takes 
less than two days. An up-to-date 
printed check with a stub contain- 
ing all pay data as a permanent 
record is issued to employees, Er- 
rors have been cut to a minimum 
and individual earnings records 
are always posted up to date. Pay- 
roll preparation no longer creates 
a work load peak in the accounting 
offices. 


BUDGETARY ACCOUNTING 


We next turned to budgetary ac- 
counting. In recognition of the fact 
that our funds are rigidly fixed by 
appropriation, it was decided to 
organize on an encumbrance basis 
which would disclose at all times 
not only the extent of spending but 
also the extent to which our re- 
maining funds had been obligated 
through orders and contracts placed 
but not yet filled or completed. 

Our accounts were set up de- 
partmentally and an account clas- 
sification devised somewhat as fol- 
lows: 

1. Administration 
Salaries, Wages, Fees: 

111. Regularly employed 

112. Outside—other than payroll 
Supplies: 

121. Postage 

122. General office supplies 
Repairs: 











131. Minor 

132. Major 

141. New equipment and fur- 
nishings 

(This classification was followed 
through all departments.) 

Ledger cards and budgetary re- 
port forms were simply designed, 
showing the budget for the de- 
partment, expenditures, unexpend- 
ed balance, encumbrances, and un- 
encumbered balance. Even though 
our institutional funds are made 
available every three months in 
quarterly amounts, the departmen- 
tal budgets were established on a 
yearly basis. With no _ historical 
budgetary data for reference, it 
was necessary to determine budget- 
ary limits arbitrarily. In recogni- 
tion of this, a reserve account was 
established from which later defi- 
ciencies might be eliminated. 


RESULTS OF CHANGEOVER 


Budgetary accounting by depart- 
ments is providing a comprehen- 
sive and useful administrative tool. 
Inefficiency in departmental super- 
vision is soon detected. Good de- 
partmental management is by con- 
trast the more outstanding. In situ- 
ations where the total of funds 
available is limited by law, encum- 
brance accounting provides a safe- 
guard against deficit spending. 

We have eliminated approxi- 
mately 40 man hours of work each 
month on payroll preparation 
alone. (There would be corre- 
spondingly greater savings in in- 
stances where employees were 
paid bi-monthly or weekly.) Our 
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AT THE Independence State Hospital, funds are rigidly fixed by appropriation, so it was decided to organize on an encumbrance 
basis. The appropriation register showing encumbrance and expenditure detail is an example of the simply designed forms which are in use. 
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ALL ACCOUNTS are set up departmentally. The budgetary breakdown is on a reducing basis for rapid visual comparison with actual 
operations. Segregation of operating costs by departments makes it possible to see just where and how any economies may be effected. 
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THIS FORM showing the departmental expenditures and encumbrances provides an excellent administrative tool. Any inefficiencies in 
departmental supervision can be detected quickly, while the well managed department shows up, by contrast, as the more outstanding. 


work on budgetary reporting has 
been equally lessened. 

The greatest recommendation for 
machine accounting perhaps lies in 
the fact that (1) payroll prepara- 
tion is productive of completely 
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adequate permanent records with 
a minimum of effort, and (2) sim- 
ple segregation of operating costs 
by department makes it possible to 
see just where and how economies 
may be effected without lowering 


standards of patient care and 
which economies may free some 
funds for increased patient care. 

There is, without doubt, a place 
and need in state mental hospitals 
for machine accounting. 
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HE FOLLOWING material is a preprint of the de- 
"T peseaaa descriptions that will be published as 
part of a text titled “Organizational Analysis and 
Job Descriptions of the Hospital and Related Health 
Fields.’’ This text has been prepared jointly by the 
United States Employment Service and the Ameri- 
can Hospital Association. The complete volume is 
being published by the superintendent of documents, 
U.S. Government Printing Office, and will be avail- 
able to hospitals and related health groups. An- 
nouncement of publication date will be made in the 
near future by the American Hospital Association. 

The American Hospital Association is preprinting 
the following departmental descriptions and organ- 
ization charts because it is felt that the material will 
be of interest and assistance to hospital administra- 
tors, department heads and related health organiza- 
tions. It is also hoped that this part of the text will 
stimulate an interest in and use of the total volume, 
which will be much more comprehensive in char- 
acter. 

The foreword to the full document states: “This 
volume has been developed by the United States 
Employment Service and the American Hospital As- 
sociation to fill a recognized need for basic job in- 
formation pertaining to hospitals and related health 
services occupations. The solution of problems re- 
lating to selection and referral activities in local em- 
ployment services, and to placement, training and 
organization in institutions concerned with care of 
the sick and injured, has long been handicapped by 
the unavailability of such basic data. This situation 
is particularly intensified in the modern hospital, 
where a significant emphasis is placed on the employ- 
ment of a variety of highly specialized personnel in 
order to meet the requirements for ever-increasing 
quality of patient care.” 

The joint project was designed to develop an occu- 
pational pattern which would permit a clearer under- 
standing of organizational structures and job duties 
and fill the need for basic job information. Therefore, 
the descriptions of the various hospital departments 
include the objectives and purposes of departments 
and serve to establish their internal organization 
structures as well as their interrelationship with 
other departments in the institution. The depart- 
mental descriptions establish the frame of reference 
for the individual job descriptions. 

Those who prepared this document believe it to be 
the first attempt to publish an expository description 
of hospital departments. Because hospitals differ ac- 
cording to size, type, location, type of control and 
many other variables, no two hospitals will have the 
same internal structure or the same number of de- 


partments. 

The first task, then, was to define the hospital—a 
composite of purposes and responsibilities for which 
hospitals were organized. The brief expository de- 
scription of “The Hospital” is the first section in this 
document. Understandably all hospitals do not per- 
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form, or offer facilities and personnel for, all of the 
four functions outlined in this statement. All hospi- 
tals do provide facilities and qualified personnel nec- 
essary for the care of the patient. In visualizing the 
composite hospital, the reader must recognize that 
functions, responsibilities, interrelationships and staff- 
ing patterns will be enumerated which do not apply 
to all hospitals. 

The description of 4 department defines the func- 
tions and purposes of that department and establishes 
its limits of responsibility. In this manner it serves 
to set the framework within which departmental 
structures may be established. In addition, lines of 
authority are presented, as are relationships with 
other departments and groups, an indication of the 
minimum essential requirements for approval by ac- 
crediting agencies, extent of supervision and direction 
given personnel in the department, and the relative 
significance of the department within the over-all 
institution structure. 

Again, in preparing the department descriptions, it 
was necessary to think of a composite hospital. All 
functions performed in patient care, research, pre- 
ventive health services, and education and training, 
were first listed. Obviously all hospitals do not per- 
form all these functions nor are all the facilities and 
classifications of personnel available. The descrip- 
tions, therefore, reflect a hospital giving complete 
service and hence is likely to be a large hospital. In 
the descriptions, each function or service is organized 
as a separate department. Each of these will be tele- 
scoped to a varying degree according to the degree 
of completeness of service in each hospital. 

An attempt has been made to show relationships 
and areas where functions and responsibilities might 
be combined in the small hospital. The reader will 
find the functions of anesthesiology, radiology, elec- 
troencephalography, electrocardiography, and phys- 
iatrics described as organized sections with a 
physician staff member assuming administrative and 
professional authority. It is recognized that such an 
internal structure does not exist in the smaller hos- 
pital. In these instances, technicians, nurses or other 
qualified persons will be delegated administrative re- 
sponsibility, with professional practices established 
and supervised by a member of the visiting medical 
staff. 

While this might seem an academic or unrealistic 
approach, it seemed necessary to develop a logical 
and definitive division of highly organized depart- 
mental functions, in order to establish a sound guide 
for use by all hospitals. 


Organization Charts 


Each departmental description is accompanied by 
an organization chart of that department. The or- 
ganization charts reflect the points that have been 
made in the preceding statements regarding the de- 
partmental descriptions. The charts are not neces- 
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sarily reflections of the structure existing in any spe- 
cific institution but present the pattern imposed by 
the specific jobs covered in this study. 

Many hospitals do not employ the variety of hetic 
of workers shown by the job titles included on the 
charts. Others, where it is necessary to perform all 
the tasks mentioned in the various descriptions, will 
combine jobs in order to conserve space and person- 
nel. (The complete volume will include a job descrip- 
tion of each of the job titles shown in the organiza- 
tion charts.) 

The organization charts reflect lines of authority 
and areas of supervision. In this respect they tend to 
highlight possible organizational defects such as ill- 
defined or overlapping lines of supervision with at- 
tendant loss of operating efficiency and morale. The 
charts also present a picture of the department as an 
integral, functioning part of the total operation of 
the institution. 


In departments where the department head reports 
to one of the two ASSISTANT ADMINISTRATORS, 
as designated in the organization chart headed ‘“Exec- 
utive Office,” the words professional or business and 
operating divisions will be found. These same: head- 
ings are shown wherever the ASSISTANT ADMIN- 
ISTRATOR is the administrative authority in the 
chain of command. 

No organization chart of the total hospital has been 
prepared, again because of the many variables exist- 
ing among hospitals. Clerical positions cut across 
departmental lines and usually occur in almost every 
department. Clerical positions, for this reason, have 
not been shown on the charts. No organization chart 
has been prepared for the outpatient department 
since this would be repetition, on a smaller scale, of 
the entire inpatient organization structure.—ANN S. 
FRIEND, personnel specialist, American Hospital As- 
sociation. 
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THE HOSPITAL is a complex organization utilizing 
combinations of intricate, specialized scientific equip- 
ment, and functioning through a corps of trained 
technicians educated to the problems of modern medi- 
cal science. These are all welded together in the com- 
mon purpose of restoration and maintenance of good 
health. 

The hospital, as an organization, provides special 
facilities and trained personnel to facilitate the work 
of the physician in his primary position in the care 
of the patient. The patient is the focal point about 
which all activities of the hospital revolve. The char- 
acter and extent of hospital services are adjusted con- 
tinuously to keep abreast of changes and advances 
in medical science. This requires frequent replace- 
ment and addition of equipment, effective on-the-job 
training opportunities, and integrated departmental 
organization. 

Although primary emphasis is placed on the care 
of bed patients, the frontier of the hospital in recent 
years has been extended from the sick person in the 
hospital bed to the potentially sick person in his nor- 
mal living situation. Hospitals have been assuming 
more and more responsibility for programs of pre- 
ventive medicine. They serve as the medium in many 
communities through which physicians and nurses, 
as well as voluntary and official health agencies, pool 
their efforts for improvement of the public health. 
This public education aspect of hospital service is 
rapidly becoming an important aspect of the service 
rendered to the community by the hospital. 

An important corollary function of the hospital is 
the education of both professional and nonprofession- 
al staffs. The medical and nursing professions, as well 
as a number of other vocations, depend upon the 
hospital for education and training. The hospital is 
the only locale in which students of medicine and 
nursing can obtain the broad practical experience 
that is necessary to supplement and round out their 
academic instruction. In many instances this applies 
equally to the business, administrative, and service 
staff of the hospital. Technicians of all types must 
keep abreast of advances in their respective fields and 
these advances occur within the hospital. Only there 
can they obtain the requisite on-the-job training 
necessary to familiarize themselves with new devel- 
opments. The educational and training programs for 
each of these groups requires planning, organization 
and direction. They all have a bearing upon the hos- 
pital’s service. They all must be fitted into the over- 
all operation of the hospital. 

Another broad function of the hospital is to facili- 
tate investigative studies and research in the fields 
of medical services and concern itself with improv- 
ing administrative procedures. Some hospitals have 
the resources and facilities to support an effective 
program of basic research. In these, it is necessary to 
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integrate the work of the scientist and the clinician in 
order to provide opportunity for the development of 
projects of fundamental research and to apply the 
knowledge gained.in the practice of medicine. 

In most hospitals, opportunities are present for the 
conduct of clinical studies. Valuable data is accumu- 
lated in the medical records of the thousands of pa- 
tients cared for in hospitals. This data must be used 
to test the hypothesis. and the scientific investigations 
which result from fundamental research. Most hos- 
pitals continuously encourage the conducting of for- 
mal or informal research programs designed to im- 
prove the over-all services which hospitals make 
available to the public. 

Thus, the hospital brings together various types of 
personnel and facilities for use by the physician. 
Here then is combined specific life-saving efforts with 
related public health, educational and research activi- 
ties. Although there is no typical hospital which re- 
flects the special emphasis placed on the various 
phases of their comprehensive health programs, all 
participate to some degree in all of the related activi- 
ties. Hospital personnel must work, therefore, in an 
atmosphere of coordinated effort of trained and ex- 
perienced technicians whose interlocking efforts re- 
flect the unusual breadth and depth of hospital func- 
tions. 

In some aspects, the hospital resembles and incor- 
porates activities usually found in most commercial 
enterprises. In addition to the business, administra- 
tive and service departments commonly found in 
commercial enterprise, the hospital usually includes 
a laundry, a power plant, a dietary service, a paint 
shop and a maintenance staff, In this regard, a hos- 
pital incorporates industrial functions, but the simi- 
larity does not extend through its entire organization 
and operation. 

Industry is created through individual initiative 
to provide a service or product which can be sold for 
profit. Hospitals are established as a result of group 
effort to provide a public service. 

Industry produces tangible goods which it offers 
to the public at an established price and which the 
public accepts or rejects according to its desire for 
the product and judgment of the quality and cost of 
the item. Hospitals provide facilities and personnel 
for a personal service which the recipient usually 
does not elect to receive, which he often does not 
understand, which he is anxious to forget, at a cost 
which is not predictable. 

Industrial efforts are built upon regular time sched- 
ules and carefully established production processes. 
Work programs of employees can be specific and 
binding. Flow charts and measures of production are 
useful and necessary. Hospital staffs must be organ- 
ized to meet emergencies rather than to follow rou- 
tine production schedules. This requires constant 


Preprint of a document to be published by the superintendent of documents, U. S. Government Printing Office, Wash- 
ington, D. C. To be copyrighted by the superintendent of documents under the title, “Organizational Structure and Job 
Descriptions of the Hospital and Related Health Fields.” Printed in U. S. A. 





DEPARTMENTAL ORGANIZATION of the Hospital 








program planning, some personal sacrifices, and ex- 
tended hours of work on occasion. The hospital func- 
tions 24 hours each day, seven days each week, and 
52 weeks each year. Hospital employees deal ton- 
tinuously with people who are emotionally and phys- 
ically upset so that their technical and mechanical 
skills must be fitted within a framework of quiet 
persuasion and full understanding of abnormal hu- 
man behavior. 

Industry relies upon a clearly established direct 
line of authority from top management to production 
employees. Such organization structure is not as read- 
ily established or easily defined in the hospital. There 
are two major authorities, one dealing with the pro- 
vision of medical care—the physician—and the other 
with administration and business aspects of opera- 
tion. These two authorities must coordinate their 
efforts to produce desired results. Individual hospital 
employees have responsibility to both authorities. 
They must be constantly on the alert to serve both 
well, to favor neither, and to understand the responsi- 
bilities of each. In addition, the hospital personnel 
must be sensitive to demands, desires, and needs of 


patients and their relatives so that their satisfaction 
is assured. To this end, hospital employees must work 
to maintain a unity of purpose within their organiza- 
tions. 

If the greatest possible values are to accrue from 
the efforts of hospital employees, awareness and con- 
tinuous emphasis on problems of human relationships 
among medical staff members as well as between hos- 
pital personnel and patients are necessary; and a 
coordinated team effort to accomplish the end ob- 
jective of hospital care, and the restoration of the 
patients’ health, is essential. A close working rela- 
tionship is possible only when all employees and all 
levels of management understand the functions, re- 
sponsibilities, and authority of each person, depart- 
ment and division of the complex organization we 
call a hospital. 

The combination of effort of individuals aided by 
mechanical devices working on a background of a 
vast reservoir of scientific knowledge is the hospital. 
Its level of performance is directly related to the 
interest and industry of the people who staff this 
unique and virile creation of society. 
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PURPOSE: Direct all functions of the hospital in 
keeping with over-all policies established by the gov- 
erning board, in order that objectives of service to the 
sick, advancement of knowledge, and over-all con- 
tribution to community welfare may be achieved 
most effectively, economically, and to the satisfaction 
of patients, employees and medical staff. 

RESPONSIBILITY FOR: As the administrative arni of 
the hospital, the executive office functions in two 
basic ways; namely, to interpret and administer poli- 
cies of the governing board, and to act as technical 
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adviser and liaison officer in matters involving for- 
mulation of these policies. To execute these functions 
properly, the department is responsible for manage- 
ment and supervision of all aspects of the hospital’s 
activities, including planning and direction, public 
relations, budget and finance, personnel administra- 
tion, purchase and supply, plant maintenance, house- 
keeping, and general administrative services. 

More specifically, responsibilities of the executive 
office include: 

1. Transmitting and interpreting policies, rules, 
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and regulations affecting all hospital activities and 
personnel; establishing procedures for systematic 
performance of hospital duties, and coordinating ac- 
tivities of all departments. 

2. Acting as liaison between governing board and 
hospital medical staff. Administration encourages pro- 
fessional and medical standards through an insistence 
on an organized medical staff prepared to take care 
of studying necessary quality standards. The ADMIN- 
ISTRATOR is the deputy of the board and acts for 
it in an executive capacity. 

3. Providing for equipment and facilities consist- 
ent with community needs and goals of the hospital, 
and insuring that high professional standards are 
maintained for care of sick. The executive office has 
primary responsibility for safety and protection of 
hospital patients. 

4. Formulating and maintaining a program of good 
public relations. This involves explaining hospital 
costs and functions to the public, interpreting the 
hospital’s purpose and importance in relation to com- 
munity welfare, assisting in solicitation of funds and 
volunteer services, and participating in community 
affairs. 

5. Maintaining sound financial structure, including 
establishing fee schedules, providing for careful, eco- 
nomical, and safe administration of funds, and main- 
taining accurate records of hospital finances. 

6. Formulating sound personnel policies and dis- 
seminating these policies to all hospital employees, 
developing an organizational structure with clearly 
defined lines of authority and areas of responsibility 
which will enable the employees to work together 
toward common objectives, selecting and training 
qualified department heads and coordinating all de- 
partment activities, establishing lines of communi- 
cation between administrative and line employees. 

7. Supervising maintenance and protection of 
buildings and grounds, giving final approval on equip- 
ment and supplies, and contracting for new construc- 
tion. 

8. Keeping abreast of advances in management and 
business methods, technological changes, and eco- 
nomic and political trends, and broadening the per- 
spective and scope of hospital services to meet ex- 
panding needs of the community. 

9. Preparing periodic reports to the governing 
board covering progress and activities of the hospital. 

10. Finally, in cooperation with all departments 





General Clerical Section* 
CLERK, GENERAL OFFICE 
CLERK-TYPIST 
SECRETARY 
SECRETARY, MEDICAL 
STENOGRAPHER 
TYPIST 


*These jobs, or combinations of these jobs, are found in almost 
every hospital department. They are assembled here as a fairly 
homogeneous group to avoid repetition in each of the depart- 
ments and therefore do not appear in any organization chart. 





affected, the executive office prepares a budget for 
approval by the board, and drafts recommendations 
covering future operations of the hospital. 

AUTHORITY: The ADMINISTRATOR reports di- 
rectly to the governing board and is delegated author- 
ity for carrying out established policies, rules, and reg- 
ulations of the board. The guiding and directing force 
for administration emerges from the governing board, 
as the primary policy-determining body. The board 
specifically expresses the aims and goals it desires to 
achieve. The ADMINISTRATOR assists the board in 
this policy determination and usually initiates action 
on many matters which require an expression of pol- 
icy. He develops, in cooperation with his immediate 
staff, the first statement of policy for consideration 
and approval by the board. In addition, constant re- 
view and periodic alteration of policies is essential. 
Once policies are determined, the ADMINISTRATOR 
is delegated full authority to conduct activities of 
the hospital in such a way as to achieve results de- 
sired. The ADMINISTRATOR, in turn, should dele- 
gate to his department heads the same authority over 
their respective departments. 

INTER- AND INTRA- RELATIONSHIPS: Because ulti- 
mate responsibility for all hospital activities rests 
with the ADMINISTRATOR, coordination of various 
sections or departments is one of the major functions 
of the executive office. To do this, the executive office 
must maintain close contact with all departments of 
the hospital. 

This office deals both directly and indirectly with 
problems affecting patients, visitors, employees and 
the medical staff. The education and training func- 
tions of the hospital require careful organization and 
follow-up of all programs to insure that minimum 
standards are achieved and maintained. The per- 
sonal contacts between the ADMINISTRATOR and 
the governing board, medical staff, department heads, 
auxiliaries, patients, public health officials, civic or- 
ganizations, and numerous other groups and individ- 
uals typify interrelationships inherent in activities of 
the executive office. 

STANDARDS: Certain minimum standards for med- 
ical and professional care established by the Ameri- 
can College of Surgeons, American Medical Associa- 
tion, American Hospital Association and other ac- 
crediting agencies are obligatory for many depart- 
ments or units of the hospital. Others serve as guides 
in developing and maintaining an accepted level of 
performance. All standards must be thoroughly un- 
derstood to insure conformance. 

In addition, the American College of Hospital Ad- 





Communication Section* 
Elevator operator 
Information clerk 

Messenger 


Telephone operator 


*These jobs may be assigned to any one of a number of de- 


partments and have therefore been omitted from the organiza- 
tion charts. 
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ministrators encourages increasing efficiency of hos- 
pital administration by promoting educational pro- 
grams for training hospital administrators. Adherence 
to an established code of ethics is also encouraged. 
STAFFING: The staffing pattern of the executive 
office will vary in accordance with size, type, and 


activity of the hospital. In a small institution the 
ADMINISTRATOR frequently attends to details in 
many or all functional areas. In the large hospital, the 
ADMINISTRATOR hires qualified section or depart- 
ment heads and perhaps one or more assistants in 
several of the primary administrative areas. 
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PURPOSE: Admit patients to the hospital, in accord- 
ance with policies and regulations established by the 
governing board and executive office, in such a way 
as to promote good relationships with patients, rela- 
tives, and medical staff. 


RESPONSIBILITY FOR: Determining medical, finan- 
cial, and geographical eligibility of patients for ad- 
mission to the hospital. The department evaluates 
each applicant in terms of stated purposes of the hos- 
pital; controls number and types of patients admitted; 
admits patients to. various services promptly, gra- 
ciously and in an orderly manner; maintains records 
of patients awaiting admission and those already in 
the hospital, and develops a feeling of confidence in 
and understanding of activities of the hospital on the 
part of patient and general public. 

Admitting functions revolve about admitting, 
transferring, and discharging of patients. Pre-ad- 
mission reservations of an accommodation are made 
at the request of a member of the medical staff, ex- 
cept for emergency patients who are admitted in ac- 
cordance with existing policy. Personal and statistical 
information is secured from the patient or a relative, 
and necessary financial arrangements are completed. 
The patient is furnished with information regarding 
activities and rules of the hospital and is referred or 
escorted to accommodations. All departments con- 
cerned with care, treatment, diagnosis, or record 
keeping are notified of admission of the patient. It is 
frequently the assigned responsibility of the admit- 
ting department to schedule use of operating room 
facilities and give out routine information concerning 
condition of patients. 


Admitting Department 





AUTHORITY: The admitting department may be 
organized in a number of ways, depending on the 
size of the institution and the average number of 
admissions. In the large hospital, the admitting func- 
tion is usually under the direction of an ADMITTING 
OFFICER who is responsible to the CONTROLLER. 
In the smaller hospital, admitting may be combined 
with some related function as indicated below. 


INTER- AND INTRA-RELATIONSHIPS: Admitting of- 
fice personnel represent the initial contact made by a 
patient upon entering the hospital. The impression 
created during this interview has a tremendous impact 
on the attitude of both patient and relatives. In allo- 
cating beds and making reservations at the request 
of members of the medical staff, the department. also 
assumes an important role in establishing good hos- 
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pital-staff relationships. In addition, the department 
has contact with the businesS and medical records 
departments (in order that accounts and records may 
be started) and with the clinical laboratories depart- 
ment, dietary department, resident or attending phy- 
sician, and nursing service department in order that 
the treatment process may be set in motion. 
PHYSICAL FACILITIES AND STAFFING: The admit- 
ting department should be located near both the hos- 
pital entrance and business offices. Reception rooms 
should be pleasant and have an air of warmth and 





PURPOSE: Provide for administration of all anes- 
thetics used in the hospital, and contribute to treat- 
ment of patients and advancement of knowledge of 
use of drugs and anesthetics. 


RESPONSIBILITY FOR: Anesthesiology service in sur- 
gical, obstetrical, and related medical procedures. The 
anesthesiology department is responsible for obtain- 
ing a physical examination, including clinical labora- 
tory findings, of each patient before an anesthetic is 
administered; recording kind and amount of anes- 
thetic administered, patient’s condition before, dur- 
ing, and after anesthesia, and preoperative and post- 
operative medication; observing patient’s condition 
until all effects of anesthesia have passed; evaluating 
effectiveness of anesthetic used and caring for equip- 
ment; and establishing and carrying out safeguards 
in administration of anesthetics. 


AUTHORITY: A physician trained in anesthesiology 
usually directs activities of this department. He re- 
ports to the ASSISTANT ADMINISTRATOR for ad- 
ministrative responsibilities and to the chief of the 
medical staff for professional practices and has full 
authority over administration of anesthetics in the 
hospital. While standardizing agencies recommend 
medical supervision, in the absence of a medical 
anesthesiologist the surgeon is encharged and the di- 
vision of the above duties is at his discretion—be- 
tween the nurse anesthetist and the attending sur- 
geon. 


INTER- AND INTRA-RELATIONSHIPS: Personnel in 
the department must work closely with surgical, ob- 
stetrical, and X-ray services of the hospital. The 
ANESTHESIOLOGIST attends regular medical staff 
meetings, participates in discussions, and presents 
records of the department as a contribution to clini- 
cal research. 

STANDARDS: Minimum standards have been for- 
mulated by the American College of Surgeons for the 
safety and efficiency of anesthesiology service in the 
hospital. These include requirements pertaining to 
organization, personnel, pre-anesthetic examination, 
records, follow-up, and safeguards. 

PHYSICAL FACILITIES AND STAFFING: In a large 
hospital with a fulltime ANESTHESIOLOGIST, an 
office should be made available for his use near the 
operating room suite. Space for storing anesthesiology 


Anesthesiology Department 


cheerfulness. Privacy for the patient and relatives 
while in the admitting office is essential. 

The ADMITTING OFFICER may supervise a num- 
ber of ASSISTANT ADMITTING OFFICERS and 
clerical assistants. In the smaller hospital, admitting 
functions may be performed by a member of the 
staff whose time is divided between admitting and 
such related functions as credit, information, or medi- 
cal records. Personnel should be thoroughly trained 
in hospital policies and procedures and should dis- 
play tact and courtesy in all dealings with the public. 





equipment and supplies also is located in or near the 
operating room. 

Due to hazards involved in improper use of anes- 
thetics, it is necessary to insure safety of all personnel 
and patients in accordance with precautions recom- 
mended by the National Fire Protection Association. 
Explosive anesthetics are stored in a fire resistive 
room. To prevent accumulation of static electricity, 
operating room equipment and personnel should be 
grounded through suitably conductive floors. The 
possibility of sparks_from electrical connections and 
switches must be eliminated. Open flames should be 
prohibited within the area, as should the practice of 
smoking near the operating room. 

An organized department of anesthesiology should 
be under direct supervision of a physician. In the 
smaller hospital, this service may be supervised or 
assigned to a staff physician who has had special 
training in the field. NURSE ANESTHETISTS quali- 
fied to administer anesthetics should be available to 
assist in carrying on work of the department and the 
CHIEF, NURSE ANESTHETIST, may be assigned 
administrative duties. In some instances, an ANES- 
THESIOLOGIST may devote part-time to two or 
more hospitals, and supervise NURSE ANESTHE- 
TISTS in instances where the volume of work is in- 
sufficient to require a full time ANESTHESIOLO- 


GIST. 
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PURPOSE: Manage the hospital’s business activities 
and keep the administration informed of financial 
condition of the institution. 


RESPONSIBILITY FOR: The business activities of the 
hospital which encompass receipt of revenues and 
expenditure or conservation of hospital funds. As a 
basis for performing these and related administrative 
functions, this department maintains extensive ac- 
counting and statistical records. It records all finan- 
cial transactions including control of cash, recording 
of income and expense, recording of purchase and dis- 
posal of capital assets, estimate of cost of free service 
rendered indigent patients, and related transactions. 
The responsibility for development of payroll records 
and payment of salaries is likewise included here. 

It is also a function of the business department to 
assist in preparation of budgets for ensuing fiscal 
periods. Among the many factors considered in prep- 
aration of a budget are estimated needs of various 
departments, departmental expenses of previous pe- 
riods, anticipated patient census and income, and 
general economic and market conditions. 

Similarly, the business department is responsible 
for preparation of reports of departmental income 
and expenses and for comparisons of gross earnings 
and costs of main revenue-producing departments. 
Such reviews and reports are of assistance in setting 
fee schedules. 

In most hospitals, this department is charged with 
responsibility for determining the patient’s ability to 
pay established rates for services rendered and for 


Business Department 





making necessary financial adjustments if the patient 
cannot meet full obligation. Included in this credit 
function is also the responsibility for collecting un- 
paid bills. In some hospitals, business activities are 
considered to include admitting functions. 

Storage and issuance of supplies and equipment is 
properly assigned to the business department, and 
frequently subordinate functions of telephone serv- 
ice, information, and message service become its re- 
sponsibility too. Many of the functions of this depart- 
ment, particularly as pertain to accounts payable, 
deal with purchasing matters. In many institutions, 
therefore, purchasing procedures are included in the 
business department. (See ‘‘Purchasing Depart- 
ment.’’) 


AUTHORITY: The business department is the cen- 
ter of operation of all financial affairs of the hospital, 
with the possible exception of purchasing. The large 
institutions may have an ASSISTANT ADMINIS- 
TRATOR who is directly responsible for manage- 
ment of the business office and indirectly, through 
heads of departments, for functioning of related ac- 
tivities outside the actual business office. Usually the 
head of the business department is designated as the 
CONTROLLER. 


INTER- AND INTRA-RELATIONSHIPS: In carrying 
out its duties the business department must contact 
not only the general public but every department 
within the hospital as well. These contacts involve 
direct dealings with the governing board; patients; 
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medical staff; executive committees; local, state and 
federal health agencies; and numerous other groups, 
agencies, and individuals. 


STANDARDS: Complete accounting records are vital 
in describing the status and activity of the institu- 
tion. To facilitate accounting procedures in hospitals, 
the American Hospital Association has developed a 
manual of recommended accounts and statistical rec- 
ords to serve as a basis for developing a sound hos- 
pital accounting system. 


PHYSICAL FACILITIES AND STAFFING: Well 
equipped and conveniently located offices must be 
provided. The department should have convenient 
access to the general public and to various depart- 
ments of the hospital, but much of its work requires 
a degree of concentration which demands privacy 
and isolation from frequent interruptions. Present- 





PURPOSE: Centralize the storage, issuance, and 
preparation of nursing supplies and equipment used 
in care and treatment of patients in order to save 
time, money, and equipment and to provide a more 
effective supply service. 


RESPONSIBILITY FOR: Requisitioning, storing, issu- 
ing, sterilizing, and manufacturing such equipment 
and material as is required for care of the patient. 
The section stocks hundreds of items which are issued, 
upon written request, to various nursing units. Some 
articles are issued infrequently or for temporary use, 
and others are issued routinely. Many hospitals have 
established systems of regularly scheduled deliveries 
to floors of common-use items. Only emergency requi- 
sitions are then filled during other periods of day. 

The section is also responsible for maintaining a 
perpetual inventory of each item stocked, in order to 
assure adequate levels of supplies. Articles consumed 
are charged against the using patient or department. 
All equipment and supplies for bedside treatment, 
and frequently for the surgical department as well, 
are sterilized in a special room maintained for that 
purpose. Sterile water, distilled water, and similar 
items are likewise prepared in the central supply 
section. 


AUTHORITY: The SUPERVISOR, CENTRAL SUP- 
PLY, reports to the ASSISTANT DIRECTOR, NURS- 
ING SERVICE, and must have the authority neces- 
sary to maintain an effective service for various nurs- 
ing units. 


INTER- AND INTRA-RELATIONSHIPS: Central sup- 
ply operates as a staff function providing a service 
to nursing units of the hospital. Close cooperation 


Central Supply Section 


day accounting and other business procedures demand 
mechanization for efficiency even in the smaller hos- 
pital. Consequently, most hospital business depart- 
ments utilize typewriters, adding machines, calcu- 
lators, and similar equipment. 

The department is organized in a variety of ways 
depending on the size of the hospital. Supervised by 
a CONTROLLER, it may be subdivided into a num- 


. ber of separate sections such as accounting, payroll, 


admitting, and credit and collection. In smaller hos- 
pitals, some or all of these functions may be found 
combined. For example, the ADMINISTRATOR may 
act as CONTROLLER, and an ACCOUNTANT or 
BOOKKEEPER, GENERAL, may be employed to dis- 
charge the record-keeping function. CASHIERS, 
BOOKKEEPERS, CLERKS, and SECRETARIES are 
employed to handle clerical and other routine pro- 
cedure. 





with nursing units is, therefore, necessary. Student 
nurses are assigned to the supply room as part of 
their training. This requires coordination with the 
school of nursing in assigning personnel and conduct- 
ing courses of instruction. 


PHYSICAL FACILITIES AND STAFFING: The cen- 
tral supply section should be located centrally to the 
wards which it serves. The number of workrooms 
and amount of storage space required will be deter- 
mined by size of hospital and degree of centraliza- 
tion. Dumbwaiters and pneumatic tubes are becoming 
standard equipment in the new hospital to facilitate 
service and reduce time spent in transportation of 
needed supplies. A central supply section may require 
separate areas for issuing, receiving, nonsterile sup- 
ply, sterilizing, sterile supply, utility, glove prepara- 
tion, dressing preparation, and solutions. 

This section is headed by a SUPERVISOR, CEN- 
TRAL SUPPLY, who is usually a graduate nurse. She 
supervises specially trained workers. The size of her 
staff will depend on size of hospital, degree of cen- 
tralization of supply, extent to which ready-made 
articles are purchased, and extent to which supplies 
are manufactured by the section. 


CENTRAL SUPPLY SECTION 
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PURPOSE: Perform laboratory tests necessary for 
diagnosis and treatment of hospital patients, and en- 
gage in research essential to medical advancement. 


RESPONSIBILITY FOR: Performing laboratory tests — 


in five main fields of bacteriology, biochemistry, his- 
tology, serology and hematology, to assist the medical 
staff in making or confirming diagnoses. In addition 
to specialized tests, clinical laboratories in all gen- 
eral hospitals are responsible for making such rou- 
tine tests as are agreed upon by medical staff and 
hospital administration. These usually include uri- 
nalyses for all patients on admission, blood cell and 
hemoglobin count, and gross and microscopic exam- 
ination of all tissues removed at operations. The lab- 
oratory also determines causes of communicable dis- 
eases and, upon request, renders bacteriological 
service as a control and continual check of all appa- 
ratus used for sterilization. In larger hospitals, the 
clinical laboratories department will be divided into 
a number of specialized units: 


Histopathology: Prepare and examine tissue to pro- 
vide data on cause and progress of disease; make 
microscopic examinations of tissue pathology; engage 
in research to develop new histopathological methods, 
and new stains to produce greater clarity during ex- 
amination of special tissue structures or chemical 
components; perform autopsies and interpret autopsy 
findings, microscopic and gross, in clinical pathologi- 
cal conferences on the treatment of the patient. 


Biochemistry: Perform chemical tests of body fluids 
and exudates to provide information for diagnosis 
and treatment of disease; investigate chemical proc- 
esses involved in functioning and malfunctioning of 
the human body; and study effects of chemical com- 
pounds upon physiological and biochemical functions 
of the body to provide information on optimum meth- 
ods of treating pathological conditions. 


Hematology: Analyze and test blood specimens and 
interpret test results to provide a basis for treatment 
of diseases; and engage in research related to hema- 
tological methods and diagnosis. 

The blood bank, in a hospital having these 
special units, is usually a part of hematology. 
The bank provides for storage and preservation 
of blood and plasma. Blood may be procured 
either directly from a donor or from other blood 
banks. When obtained from donors, this unit ex- 
tracts blood and makes necessary laboratory 
tests. 


Bacteriology: Cultivate, classify, and identify micro- 
organisms found in body fluids, exudates, skin scrap- 
ings, or autopsy and surgical specimens to provide 
data on cause, cure, and prevention of disease; engage 
in research to develop new or improved bacteriologi- 
cal methods for discovering and identifying patho- 
genic organisms; and investigate biology, distribu- 


Clinical Laboratories Department 





tion, and mode of transmission of bacteria and nature 
and efficiency of chemotherapeutic treatment. 


Serology: Prepare serums used to treat and diagnose 
infectious diseases and confer immunity against these 
diseases, and identify diseases based on characteristic 
reactions of various serums; investigate safety of new 
commercial antibiotic products and accuracy of thera- 
peutic claims; direct immunology tests and injections; 
investigate problems of allergy; and conduct tests to 
determine therapeutic and toxic dosages and most 
effective methods of administration of serums, vac- 
cines, antibiotics, antitoxins, antigens and related 
drugs. 

The clinical laboratories department may be re- 
sponsible for a number of other functions, such as 
basal metabolism tests; activities of clinical photo- 
graphic laboratory, medical illustration unit, and 
morgue; and care and treatment of animals used in 
research. Teaching programs for student nurses, in- 
terns, residents and MEDICAL TECHNOLOGISTS 
also may be a function of this department. 


AUTHORITY: The PATHOLOGIST is assigned au- 
thority and responsibility for organization and oper- 
ation of all pathological services. He is director of the 
clinical laboratory and also hospital PATHOLOGIST. 
He reports to the ASSISTANT ADMINISTRATOR on 
administrative functions and supervises all personnel 
assigned to laboratory. For professional standards, 
the PATHOLOGIST is responsible to the chief of the 
medical staff. The TECHNICIAN, CHIEF, may be 
delegated certain administrative duties under the 
supervision of the PATHOLOGIST. 


INTER- AND INTRA-RELATIONSHIPS: Laboratory 
services must be coordinated with all other diagnostic 
functions of the hospital. This requires consultation 
with members of the medical staff, the ASSISTANT 
ADMINISTRATOR, MEDICAL, or the ADMINIS- 
TRATOR, and other department heads. A system 
should be established for performing all routine tests 
within a specified period of time after admission of 
a patient. Emergency laboratory services, as needed, 
must be available on a 24-hour basis. 

Laboratory services are important to the work of 
the outpatient department, and close cooperation is 
necessary between these services. Personnel in the 
laboratory are in constant contact with patients; med- 
ical, admitting, and nursing staffs; and with other 
employees. The PATHOLOGIST may lecture to stu- 
dents, professional societies, and organizations in the 
medical field. Cooperation with other department 
heads, private physicians, and personnel in other lab- 
oratories and related health fields is necessary. In the 
smaller hospitals, laboratory personnel may perform 
related tasks in radiology, electroencephalography, 
and electrocardiography. 


STANDARDS: All regularly employed laboratory 
technicians should be on the registry sponsored by 
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the American Society of Clinical Pathologists. They 
must have completed instruction in a school for tech- 
nicians approved by the Council on Medical Educa- 
tion and Hospitals of the American Medical Associa- 
tion. Many hospitals, particularly those connected 
with schools of medicine, offer courses in medical 
technology. These schools also must meet the stand- 
ards formulated by the Council on Medical Education 
and Hospitals of the American Medical Association. 


PHYSICAL FACILITIES AND STAFFING: The physi- 
cal facilities of this department will depend on its 
work load. The very small hospital which performs 
only routine examination in its own laboratory will 
require a minimum of space and equipment. In the 
large hospital, the laboratory space may be divided 
into a number of subdivisions, including an office for 
the PATHOLOGIST and a central workroom for such 
facilities as may be utilized in common by all labora- 
tory units. Where a great deal of outpatient work is 
performed, a small branch laboratory may be set up 
in the outpatient department for the performance of 
routine tests. 

The director of this department is a doctor of medi- 
cine who has qualifications in pathology acceptable 





to the Council on Medical Education and Hospitals 
of the American Medical Association. Where it is not 
possible to secure the fulltime services of a PATHOL- | 
OGIST, arrangements should be made for the services 
of a PATHOLOGIST for tissue and post-mortem ex- 
aminations and for the interpretation of tests and 
examinations. 

Depending upon the hospital, requirements for a 
clinical laboratory director can be met by (a) A full- 
time clinical PATHOLOGIST; (b) a part-time clini- 
cal PATHOLOGIST (frequently, arrangements can 
be made for a PATHOLOGIST to serve two or more 
hospitals within a given area) ; (c) a consulting PATH- 
OLOGIST to whom materials can be sent for diag- 
nosis and who will come to the laboratory periodi- 
cally to supervise the services and meet with the 
medical staff; or (d) a member of the medical staff 
who has had training in clinical pathology who will 
direct the laboratory in those cases where the volume 
of work is insufficient to warrant the fulltime services 
of a specialist. In the latter instance, tissue examina- 
tions requiring extenSive equipment and skill can be 
sent to the nearest clinical laboratory which is headed 
by a qualified PATHOLOGIST. 
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PURPOSE: Provide dental care and treatment for 
hospital patients and personnel. 

RESPONSIBILITY FOR: (1) Developing and conduct- 
ing a dental care program which includes diagnosis, 
prophylaxis, and treatment; (2) providing consulta- 


Dental Department 
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tion and advice to clinicians, and correlating diag- 
nosis and treatment with those of other departments; 
(3) planning and conducting an internship program 
in dentistry; (4) planning and carrying out research 
related to dental pathology, either independently or in 
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cooperation with personnel of other departments; and 
(5) providing records and reports of dental care ac- 
tivities. 

AUTHORITY: The department should be under the 
direction of a licensed DENTIST, who usually re- 
ports to the ASSISTANT ADMINISTRATOR on ad- 
ministrative matters and to the chief of the medical 
staff on professional standards. The head of the de- 
partment has authority over technicians and other 
personnel assigned to the service. 


INTER- AND INTRA-RELATIONSHIPS: Personnel of 
this service should establish and maintain relation- 
ships with most clinical and administrative activi- 
ties of the hospital, and with various outpatient serv- 
ices as well. DENTISTS attend and participate in 
regular hospital staff conferences, and opportunity 
should be afforded to dental interns and residents for 
training in general anesthesiology, physical diagnosis 
and other phases of medicine related to dentistry. 


STANDARDS: Basic standards of hospital dental 
service required of approved hospitals have been for- 
mulated by the Committee on Hospital Dental Serv- 
ice of the American Dental Association. These stand- 
ards cover organization, staffing, and administration. 


PHYSICAL FACILITIES AND STAFFING: The dental 
department should be a complete and self-contained 
unit equipped for diagnostic, operative, and labora- 
tory work. The facilities and equipment needed will 





PURPOSE: Prepare and serve special and general 
diets, educate patients in good nutritional habits, and 
train dietitians, student nurses, and other hospital 
personnel in diet therapy. 


RESPONSIBILITY FOR: Purchasing or collaborating 
in purchase of food and equipment; planning general 
diets for patients and employees, and devising menus 
for patients on special diets; preparing and serving 
food to patients and personnel; training students; re- 
cruiting, training, and supervising employees in the 
dietary department; and maintaining a system of 
records. 

A tremendous amount of money can be saved 
through wise purchase of food and equipment. It is 
the responsibility of the dietary department to specify 
quantity and quality of food and to do this through 
use of commodity specifications. Meals must supply 
basic physiological needs and also appeal to patients. 
For efficiency in operation, all diets can be built 
around general diets by additions and modifications. 

A recipe file is maintained to facilitate preparation 
and cost control. The recipe cards should contain 
formulas to be followed and indicate yields in terms 
of number and size of servings, and costs of both 
total recipe and single servings. A diet manual, pre- 
pared by the dietary department in cooperation with 
a committee of the medical staff, should be available 
for use by physicians, residents, interns and nurses. 


Dietary Department 


depend on volume of dental work from both inpatient 
and outpatient services. 

The DENTIST in charge of the program is a gradu- 
ate of a school approved by the Council on Dental 
Education of the American Dental Association, or the 
National Dental Association. Wherever possible, 
DENTAL HYGIENISTS should be appointed to the 
department. Dental interns and residents are ap- 
pointed according to established hospital regulations 
governing intern and resident appointments. 


DENTAL DEPARTMENT 
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Food preparation and service constitute a large 
part of the work of the dietary department. All food 
should be prepared under strictly sanitary conditions. 
Meals should be served attractively, preserving full 
color and flavor of food without waste. Trays must 
be inspected so that patients on special diets will re- 
ceive proper meals. Dishwashing and housekeeping 
in the main kitchen, floor kitchen, and other dietary 
areas also are functions of this department. 

Another function is that of formal and informal 
education. Dietary interns are trained in many hos- 
pitals. Nurses are instructed in principles of dietetics, 
and medical students in principles of diet therapy. 
The department is also responsible for instructing 
patients in proper dietary habits. 

Preparation and distribution of infant formulas 
may also be assigned to the dietary department. 

Other dietary services include visiting patients in 
nursing units to determine their food preferences 
both as to type of food and manner in which it is 
prepared; advising patients with special dietary prob- 
lems after their discharge from the hospital, or as 
referred from the outpatient clinic; cooperating with 
medical staff in planning, preparing, and serving ex- 
perimental diets. 

Dietetics is an important aspect of hospital medical 
care. To be effective, the dietary department must 
develop a planned program, efficient organization and 
administration, and close coordination with other 
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hospital activities. The program must be flexible 
enough to take advantage of current developments 
in medicine and dietetics. 


AUTHORITY: The dietary department is under the 
direction of a DIETITIAN, CHIEF, who reports di- 
rectly to the ADMINISTRATOR. Administrative pol- 
icies, budgetary controls, and procedures for carrying 
out the dietary program are determined by the AD- 
MINISTRATOR in cooperation with the DIETITIAN, 
CHIEF, and other department heads involved. The 
DIETITIAN, CHIEF, is then delegated full authority 
for carrying out the dietary program. 


INTER- AND INTRA-RELATIONSHIPS: The dietary 
department maintains operating relationships with 
most medical care and administrative activities of 
the hospital. Close relationships are maintained with 
medical staff on special dietary needs of patients in 
treatment of pathological conditions, with nursing 
services on provision of regular and special diets and 
between-meal nourishment, and with the ADMIN- 
ISTRATOR on management matters such as person- 
nel and financing purchase of supplies. In addition, 
the dietary department is in constant touch with both 
inpatients and outpatients. The department usually 
takes an active part in formal and informal educa- 
tional programs of the hospital and thus comes in 
contact with physicians, interns, residents, nurses, 
student nurses, dietetic interns and other employees. 
The department may have an opportunity to conduct 
instructive courses in dietetics for the general public. 


STANDARDS: The American College of Surgeons 
has formulated minimum standards for dietary de- 





partments in hospitals, which include standards on 
organization, facilities, personnel, records, and poli- 
cies. 

The American Dietetic Association has developed 
standards for training of dietary interns and has es- 
tablished specifications for a qualified hospital dieti- 
tian. 

In most states, it is required by law that those 
concerned with food service shall be subject to physi- 
cal examination to determine if they are free of 
communicable diseases. 


PHYSICAL FACILITIES AND STAFFING: Modern 
food service in a hospital requires not only the nec- 
essary space for main kitchen, storage, refrigeration, 
special diet preparation, infant formula room, dining 
room for employees, and possibly a bake shop, but 
also should take into consideration such factors as 
location, utilities, transportation of food, garbage dis- 
posal, dishwashing and cleaning. Employee locker 
rooms and toilet facilities also are necessary. Careful 
consideration should be given to labor-saving devices 
and to location and arrangement of equipment. 

A DIETITIAN, CHIEF, heads the department and 
must possess qualifications specified by the American 
Dietetic Association. The number of assistant dieti- 
tians and other employees such as CHEFS, KITCHEN 
HELPERS, MAIDS, MEAT CUTTERS, PORTERS, 
and WAITRESSES, are determined by such factors 
as the average number of patients, number of special 
diets, type of service, number of personnel served, 
extent of instruction, and physical capacities of the 
department. 
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PURPOSE: Assist in diagnosis of heart disease and 
aid in medical research of heart conditions. 


RESPONSIBILITY FOR: Making mechanical tracings 
of heart cycle to aid in diagnosis of heart diseases. 
This entails operating the electrocardiograph ma- 
chine, interpreting tracings, and keeping records of 
all findings. 


AUTHORITY: The department is headed by a physi- 
cian who reports to the ASSISTANT DIRECTOR on 
administrative matters and to the chief of medicine 
on professional practices. In the smaller hospital 
which may not require the services of a fulltime 
cardiologist, an ELECTROCARDIOGRAPH TECH- 
NICIAN operates the equipment and reports to the 
ASSISTANT DIRECTOR, PATHOLOGIST, or RADI- 
OLOGIST. 


INTER- AND INTRA-RELATIONSHIPS: Since elec- 
trocardiology is a diagnostic service, requests for 
electrocardiograms will be made by any member of 
the medical staff. The ELECTROCARDIOGRAPH 
TECHNICIAN therefore comes in contact with medi- 
cal personnel and must work with very ill and emo- 
tionally upset patients, and frequently meets rela- 
tives and friends of patients. Some contact with 
nursing personnel is also necessary and requires 
mutual understanding and cooperation. 


PHYSICAL FACILITIES AND STAFFING: With the 


advent of portable electrocardiograph machines now 





PURPOSE: Assist in diagnosis and treatment of 
mental illness and aid in medical research. 


RESPONSIBILITY FOR: Making tracings of brain 
waves to localize intra-cranial lesions and brain tu- 
mors and to distinguish between diffuse and focal 
brain lesions in epilepsy. This entails operating the 
electroencephalograph machine, interpreting trac- 
ings, and keeping records of all findings. 


AUTHORITY: The department is headed by a physi- 
cian staff member who reports to the ASSISTANT 
DIRECTOR for administrative functions and to the 
chief of medicine or head of the department of psy- 
chiatry on professional practices. In hospitals which 
do not have the services of a fulltime neurologist, an 
ELECTROENCEPHALOGRAPH TECHNICIAN op- 
erates the equipment and reports to the ASSISTANT 
DIRECTOR, PATHOLOGIST, or RADIOLOGIST. 


INTER- AND INTRA-RELATIONSHIPS: Since elec- 
troencephalography is a diagnostic service, requests 
for electroencephalograms may be made by any mem- 
ber of the medical staff. The ELECTROENCEPHAL- 
OGRAPH TECHNICIAN therefore comes in contact 


Electrocardiography Section 


Electroencephalography Section 





used by most hospitals, it is not necessary to have 
large or elaborate space for the electrocardiography 
section. Storage space for equipment and records is 
necessary but this may be, located in the same area 
with some other diagnostic service. 

In the large hospital, the department is headed by 
a cardiologist who is a graduate of an approved medi- 
cal school with qualifications acceptable to the Coun- 
cil on Medical Education and Hospitals of the Amer- 
ican Medical Association, or by a physician with 
training and experience in the interpretation of elec- 
trocardiograms. A qualified ELECTROCARDIO- 
GRAPH TECHNICIAN is employed to operate the 
machine and to develop (if necessary) the tracings. 
In many hospitals, an X-RAY TECHNICIAN, MEDI- 
CAL TECHNOLOGIST, or professional nurse is 
trained to take electrocardiograms. 


ELECTROCARDIOGRAPHY SECTION 
PROFESSIONAL 
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with medical personnel, and must work with very ill 
and frequently with mentally disturbed patients. 


PHYSICAL FACILITIES AND STAFFING: If the hos- 
pital maintains a psychiatric service, the electro- 
encephalograph is usually set up in this unit. A room 
large enough for a treatment table, operation and 
storage of the machine, and maintenance of records 
is necessary. If the service is not used frequently, it 
is possible to locate equipment in the same area with 
some other diagnostic service. 

In the large hospital, the department is usually 


ELECTROENCEPHALOGRAPHY SECTION 
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headed by a neurologist who is a graduate of an 
approved medical school with qualifications accept- 
able to the Council on Medical Education and Hos- 
pitals of the American Medical Association, or by a 
physician with training and experience in interpre- 





PURPOSE: Provide services of light, heat, repair, 
and maintenance necessary for care of hospital facili- 
ties; and to create a pleasant and comfortable physi- 
cal environment for patients, employees, medical 
staff, and general public. 


RESPONSIBILITY FOR: Production of light, heat, 
service utilities and power, and their transmission to 
points of use is the assigned function of engineering. 
The function of maintenance concerns upkeep and 
repair of buildings and grounds and those pieces of 
equipment not cared for by using departments. Since 
engineering and maintenance functions and responsi- 
bilities overlap to a considerable degree, they are 
described here as a single unit. In many hospitals 
these functions are combined. 

Engineering-maintenance functions include advis- 
ing the ADMINISTRATOR on matters pertaining to 
light, heat, service utilities and power; establishing 
technical procedures and management functions per- 
taining to repairs and utilities; providing technical 
advice and assistance in case of loss, damage, or de- 
struction of buildings; supervising and coordinating 
improvements of hospital plant, including landscap- 
ing, construction, and repairs; coordinating matters 
pertaining to major construction; establishing pri- 
ority for repairs and utilities projects; and planning, 
programming, and accomplishing maintenance, re- 
pair, and improvements of buildings, structures, 
roads, grounds, drainage systems, and utilities. 

Boilers, pumps, and other boiler room equipment 
are utilized for production of heat, steam, and hot 
water. Operation of this equipment also implies main- 
tenance of transmission lines, traps, and hospital ma- 
chinery using pressure steam, such as kitchen, laun- 
dry, and sterilizing equipment. 

Most hospitals purchase electricity while a few op- 
erate their own generating plant. In either event, the 
department maintains all electric motors, and repairs 
or replaces plugs, sockets, extension wiring and fuses. 

Constant maintenance of buildings and grounds 
proves an economy in time and money. Maintenance 
of buildings, grounds and equipment include the 
functions of carpentry, painting, wall washing, 
plumbing, gardening, furniture repair, plastering, 
masonry, welding, and many others. 

A number of miscellaneous functions may be as- 
signed to this department. Some of these include 
planning and supervising refuse collection and dis- 
posal; insect and rodent control; supervising elevator 
operators, elevator maintenance, and ambulance and 
trucking services; and planning and supervising plant 
protection. 


AUTHORITY: The engineering-maintenance de- 


Engineering-Maintenance Department 


tation of electroencephalograms. A technician is em- 
ployed to operate the equipment. In many hospitals, 
a MEDICAL TECHNOLOGIST; X-RAY TECHNI- 
CIAN, or professional nurse is trained to take electro- 
encephalograms. 





partment is usually under the supervision of a CHIEF 
ENGINEER. In the larger hospital it is becoming the 
practice to centralize the functions of maintenance, 
engineering, housekeeping, and laundry under direc- 
tion of a single individual who may be a graduate 
engineer or have had experience or training in ad- 
ministration. The position is comparable to that of 
ASSISTANT ADMINISTRATOR and is directly un- 
der the ADMINISTRATOR. In the smaller hospital, 
there may be a CHIEF ENGINEER who directs the 
engineering-maintenance activities and reports to the 
ASSISTANT ADMINISTRATOR or ADMINISTRA- 
TOR. 


INTER- AND INTRA-RELATIONSHIPS: The depart- 
ments of engineering, maintenance, housekeeping, 
and laundry are engaged in rendering nonprofessional 
services essential to hospital operation. These depart- 
ments are found combined in a number of ways de- 
pending on the size of the hospital. While they have 
been discussed here as separate units for purposes 
of clarity, their individual functions and responsibili- 
ties overlap to a considerable degree, making clear- 
cut divisions difficult. In actual operation, complete 
departmentalization is not possible. At times the de- 
partments so interlock that they are indistinguishable 
from one another, but this should promote efficiency 
if personnel are not permitted to evade or shift re- 
sponsibility. Regardless of the difficulty, it is neces- 
sary to establish responsibility for specific duties and 
to define clearly the lines of authority. This provides 
a guide for these related functions and encourages 
interdepartmental cooperation. The engineering- 
maintenance department has contact with all depart- 
ments in the hospital. Scheduling of work and repairs 
must be established on a priority basis in cooperation 
with all departments. 


STANDARDS: State laws are very specific in their 
requirements for personnel in the engineering de- 
partment. Wherever high-pressure steam is used, a 
certified engineer must be on duty at all times when 
boilers are fired, and in most states he is not allowed 
to leave the boiler room for a period longer than 
10 minutes. 


PHYSICAL FACILITIES AND STAFFING: A well or- 
ganized, neatly kept storeroom; space for machine, 
electrical, plumbing, carpentry, and paint shops; and 
an office for the department head are essential to a 
smoothly operating department. Consideration must 
also be given to location of shops and storerooms. 

The engineering-maintenance department is usual- 
ly under the direction of a CHIEF ENGINEER. In 
the larger hospital, there may be a SUPERINTEND- 
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ENT, PLANT OPERATIONS, supervising a CHIEF 
ENGINEER responsible for engineering, and a MAIN- 
TENANCE FOREMAN in charge of maintenance. 
The department will have such additional personnel 
as carpenters, plasterers, painters, plumbers, electri- 
cians, steamfitter, stationary engineer, refrigeration 





mechanic, machinists, masons, elevator repairmen, 
truck drivers, and laborers. The number of personnel 
will depend on the size and needs of the hospital. 
Smaller hospitals which cannot employ an extensive 
staff combine jobs or utilize the services of private 
contractors. 


ENGINEERING-MAINTENANCE DEPARTMENT 
BUSINESS AND OPERATING DIVISION 
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PURPOSE: Keep the hospital in a clean, healthful, 
and sanitary condition in order to provide an en- 
vironment important to welfare and care of patients. 


RESPONSIBILITY FOR: The clean, sanitary, pleas- 
ant environment essential to medical and nursing 
care of patient and to hospital staff as well. The re- 
sponsibility for providing such surroundings in as 
economic a manner as possible, falls in a large meas- 
ure upon the housekeeping staff of the hospital. 
Housekeeping is a complex activity requiring con- 
stant attention to many different details and an over- 
all plan which provides for the utilization of person- 
nel, procedures, and material in an efficient and effec- 
tive manner. 

The functions of the housekeeping service may be 
classed as internal administration, regular and spe- 
cial cleaning, decorating, and miscellaneous. 

Internal administrative functions include deter- 
mination and justification of personnel, equipment, 
and supply requirements; selection, training, disci- 
plining, and supervision of housekeeping personnel; 
scheduling of work activities; study of new tech- 
niques for improving housekeeping service; requisi- 
tioning housekeeping supplies and equipment and 
reissuing these to personnel in other services respon- 
sible for housekeeping duties. 


Housekeeping Department 


CARPENTER, MAINTENANCE AMBULANCE DRIVER 
ELECTRICAL REPAIRMAN TRUCK DRIVER 
ELEVATOR REPAIRMAN 

MASON-PLASTERER 
PAINTER, MAINTENANCE 
PLUMBER, MAINTENANCE 

REFRIGERATION MECHANIC 

STEAMFITTER 























Regular and special cleaning duties include floor 
and wall care; cleaning and polishing furniture, fix- 
tures, and furnishings; washing windows; cleaning 
and servicing washrooms; and picking up and dis- 
posing of garbage. The housekeeping department may 
advise and recommend redecorating and repairing of 
hospital premises and equipment. The responsibility 
for control of vermin, insects, and other pests also 
may be a housekeeping function. 

The department maintains a sewing .room for 
mending torn or worn linens. These linens are re- 
paired, torn up for rags, or converted to smaller arti- 
cles such as washrags, pillowcases, and related items. 
Repaired linens are returned for redistribution. Lin- 
ens salvaged for other uses are replaced by new ones 
to maintain the level of stock. 

The housekeeping department may be assigned the 
function of distributing linen throughout the hospital. 
This entails supply and control. Linens may be dis- 
tributed through a centralized system in which a gen- 
eral supply is maintained and linens issued as need- 
ed, a decentralized system wherein each area of the 
hospital has its own supply of linens distinguished by 
specific marks, or a system which is a combination 
of the two. 
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The miscellaneous functions of elevator operation, 
and in some smaller hospitals operation of the laun- 
dry, may be assigned to the housekeeping depart- 
ment. 


AUTHORITY: While the housekeeping function is 
performed within every department in the hospital, 
it should be the sole responsibility of the EXECU- 
TIVE HOUSEKEEPER, who reports to an ASSIST- 
ANT ADMINISTRATOR. In the large hospital, there 
may be a superintendent of buildings and grounds 
who supervises maintenance, engineering, housekeep- 
ing, and laundry activities. In these instances, the 
head of the housekeeping department will report to 
the superintendent of buildings and grounds. 


INTER- AND INTRA-RELATIONSHIPS: The cleanli- 
ness of rooms and corridors is important not only to 
attitude and safety of patients, but to prestige of the 
hospital as well. Cleanliness affects all service de- 
partments as well as those concerned with profes- 
sional care of patients. Duties are planned so as to 
cause the least possible disturbance to patients and 


staff members and to provide a maximum of cooper-_ 


ation with other departments. 

The housekeeping department must function in 
close cooperation with all departments, but particu- 
larly with nursing, laundry, and maintenance. 


PHYSICAL FACILITIES AND STAFFING: The house- 
keeping department requires a number of special 
physical facilities. An office for the head of the depart- 
ment should be provided near the entrance through 
which employees enter and leave work. Her office 
should be large enough to permit interviews and con- 
ferences with employees and other department heads. 
There should be floor supply rooms and closets; shelv- 
ing, and hooks in closets and storage rooms; locker, 
dressing, and rest rooms for employees; and repair 
sewing rooms. 

The department is headed by an EXECUTIVE 





PURPOSE: Collect and launder hospital linens and 
uniforms in order to provide adequate supplies of 
clean, sanitary linens to all using departments. 


RESPONSIBILITY FOR: Collecting linens according 
to the particular system in use, checking for worn 
or torn spots, and weighing for production records. 
Linens are then sorted on basis of type of washing 
to be given. The total washing process, consisting of 
break, suds, rinse, blue, sour and starch, is carried 
on in rotating cylinders usually in accordance with 
standard formulas. Load limits for various pieces of 
equipment are predetermined to prevent improper 
washing and more rapid deterioration of machines 
and linens. After washing, laundry is placed in ex- 
tractors for removal of water and is finished by one 
of three methods—(1) rough dry, (2) machine fin- 
ished by a chest-type or a roll flatwork ironer, and 
(3) hand finished by press or by hand ironing. 


HOUSEKEEPER, who is responsible for training and 
supervision of MAIDS, PORTERS, JANITORS, 
WALL WASHERS and other personnel performing 
housekeeping tasks. In the large hospital, the EXEC- 
UTIVE HOUSEKEEPER will probably have AS- 
SISTANT HOUSEKEEPERS. MAIDS and PORTERS 
should be assigned to specific duties. If dual authority 
and duplication of effort is to be avoided, division of 
work must be carefully coordinated. Assignments 
should be made specifically so that there will be no 
friction and no doubt as to the individual responsible. 
It should be pointed out that minor housekeeping 
tasks are necessarily. performed by other than house- 
keeping personnel. 


HOUSEKEEPING DEPARTMENT 
BUSINESS AND OPERATING DIVISION 
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Laundry Department 





In some hospitals, the laundry is assigned responsi- 
bility for storing, issuing, and inventorying all linens 
in order to maintain centralized control. In other 
hospitals, laundered articles are returned to the 
housekeeping department for distribution. 

The laundry is a large item of expense and each 
institution must decide whether it is better economy 
to contract for the services of a commercial laundry 
or to operate its own department. 


AUTHORITY: Practice varies as to whether the 
laundry functions as a unit of housekeeping or main- 
tenance departments or as an independent but closely 
related department. When it exists as a separate de- 
partment, the LAUNDRY MANAGER should have full 
authority over all laundry functions. He usually re- 
ports to the ASSISTANT ADMINISTRATOR, or in 
some instances, to a SUPERINTENDENT, PLANT 
OPERATION. 





DEPARTMENTAL ORGANIZATION of the Hospital 








INTER- AND INTRA-RELATIONSHIPS: Because the 
laundry is usually located in the basement or sepa- 
rate building, laundry employees have less contact 
with other hospital employees, except those concerned 
with distribution, and little if any contact with pa- 
tients. Therefore, every effort should be made to 
emphasize the importance of clean linens in care 
and treatment of patients and of coordinated effort 
required in providing adequate linens. 

Linens are furnished to many departments and 
units of the hospital, necessitating close coordination 
between the laundry and various users of linens. 
Work schedules should be set up in cooperation with 
department heads and consideration given to over-all 
requirements and distribution of daily laundry load. 
The LAUNDRY MANAGER should recommend and 
advise on distribution and purchase of hospital linens. 


STANDARDS: The American Institute of Launder- 
ing and the laundry manual of the American Hospi- 
tal Association (“Hospital Laundry Manual of Oper- 











ation”) recommend formulas to cover water levels, 
length of time, temperature, and kinds of washing 
operations needed for best laundering results, and 
supplies required for different types of linens in vari- 
ous degrees of soil. 


PHYSICAL FACILITIES AND STAFFING: It is gen- 
erally agreed that in all but the smallest institutions 
the hospital-operated laundry represents a saving in 
material, money, and efficiency. All equipment, how- 
ever, should be balanced and conveniently located. 
In order to meet this requirement it is first necessary 
to know quantity and type of linen to be handled. 
From this, size and number of washers, capacity of 
extractors, and number of tumblers, flat ironers, and 
hand ironers can be estimated. 

The department is directed by a LAUNDRY MAN- 
AGER, who supervises a number of machine opera- 
tors depending on laundry load. In the smaller hos- 
pital, laundry personnel is utilized to assist in per- 
forming other duties during slack periods. 


LAUNDRY DEPARTMENT 
BUSINESS AND OPERATING DIVISION 
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PURPOSE: Make accessible to staff members medi- 
cal literature on standard procedures and recent de- 
velopments in medicine, surgery, and the various 
specialties. 


RESPONSIBILITY FOR: Maintaining an up-to-date 
collection of periodicals, textbooks, and manuscripts 
on medical procedures and research, hospital admin- 
istration, and national and community health pro- 
grams. The library classifies, catalogs, and indexes 
all literature. It issues and arranges books on shelves. 
Such functions as binding of books and journals and 
assisting in preparation of bibliographies, abstracts, 
and reviews of literature also are performed in this 
department. 


AUTHORITY: The medical library department is 
directed by a MEDICAL LIBRARIAN who reports 


Medical Library Department 





to the ASSISTANT ADMINISTRATOR or to the 
ADMINISTRATOR. Authority for maintaining the 
library is delegated to the LIBRARIAN, but a library 
committee should advise on purchase of textbooks, 
reference works, monographs, and journals. The 
committee also helps formulate rules and regulations 
affecting use of the library. 


INTER- AND INTRA-RELATIONSHIPS: The medical 
library provides reading room service, a lending serv- 
ice, and an inter-library loan service to staff mem- 
bers, residents, interns, nurses, and technicians. In 
addition, close relationships are maintained between 
librarian and library committee. This committee is 
usually made up of three to five persons selected 
from among members of medical staff, and an inter- 
ested member of the governing board. 
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STANDARDS: Minimum standards for the hospital 
medical library department are incorporated in the 
minimum standards for hospitals of the American 
College of Surgeons. These standards include rec- 
ommendations as to library collection, housing, per- 
sonnel, extension facilities, and advisory committee. 


PHYSICAL FACILITIES AND STAFFING: The medi- 
cal library should be housed in, or adjacent to, a con- 
veniently located reading room which is well lighted 
and equipped. Textbooks and bound journals should 
be classified and arranged on shelves so as to be 
easily accessible to the MEDICAL LIBRARIAN and 
members of the hospital staff. Current issues should 
be placed on open shelves or tables to attract atten- 
tion of redders. 


In the large hospital, the medical library is under ° 


supervision of a qualified MEDICAL LIBRARIAN. 





PURPOSE: Provide a central file of medical records 
compiled during treatment of a patient that will be 
used as a permanent record in event of future illness, 
as an aid in clinical and statistical research, as an 
administrative tool for planning and evaluating the 
hospital program, and/or legal protection of the pa- 
tient, the hospital and the physician. 


RESPONSIBILITY FOR: Maintaining a medical rec- 
ord, which is a complete case history or written re- 
port, pertaining to each patient. The record should 
include identification data, chief complaint, past med- 
ical history, family history, history of present illness, 
results of physical examination, and provisional diag- 
nosis; consultations and other special reports; clinical 
laboratory, pathology, and x-ray findings; medical 
or surgical treatment, physicians’ orders, progress 
notes, final diagnosis, condition on discharge and 
follow-up records; report of autopsy if performed; 
and nurses’ graphic charts. 

The department receives and reviews medical re- 
ports and refers incomplete or inadequate records to 
the responsible physician or department head for cor- 
rective action. It also reviews clinical records received 
with patients transferred from other hospitals and 
initiates action to obtain missing data. 

The department maintains and indexes records in 
a number of ways. These include a patients’ index, 
filed alphabetically by patients’ names, containing 
name of patient and attending physician, date of ad- 
mission, and file number; index of disease, filed ac- 
cording to the Standard Nomenclature of Diseases 
and Operations or by some other accepted system; 
index of operations, which permits study of all pa- 
tients in the hospital for any specific type of opera- 
tion; physicians’ index, containing physician’s name, 
file number of patient, and end results; and an index 
of end results which can be arranged according to 
such classifications as elective, emergency, and pallia- 
tive. 

In some hospitals, the medical records department 
provides analysis and technical evaluation of clinical 


Medical Records Department 


In most smaller hospitals, the MEDICAL-RECORD 
LIBRARIAN is responsible for activities of the medi- 
cal library. In many instances, the nurses’ and pa- 
tients’ libraries are located separately from the medi- 
cal library, but usually are supervised by the same 
person. 


MEDICAL LIBRARY DEPARTMENT 
BUSINESS AND OPERATING DIVISION 
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records. The department is also assigned the function 
of preparing a daily census, and monthly and annual 
statistical reports of services to patients in order to 
assist the staff in evaluating and improving profes- 
sional work of the hospital. In addition, it may make 
group studies of diseases and collect scientific data 
from literature for use by medical staff. 


AUTHORITY: Authority for maintaining complete 
and accurate records must be delegated to the MEDI- 
CAL RECORDS LIBRARIAN, who reports to the 
ASSISTANT ADMINISTRATOR. 


INTER- AND INTRA-RELATIONSHIPS: The medical 
records department maintains close relationships with 
the medical staff and the staff of the nursing service 
department. There is usually a standing committee of 
the medical staff on medical records. In addition, 
since the medical record has great value in legal de- 
fense to both physician and hospital, the librarian is 
occasionally called to present medical records in 
court. The library works closely with related health 
groups, particularly local public health units, by pro- 
viding statistical information, pertinent records and 
reports. 


STANDARDS: All records must be completed, as- 
sembled, and coded in accordance with standards of 
the American College of Surgeons and the Council on 
Medical Education and Hospitals of the American 
Medical Association. Except in emergencies, history, 
results of physical examination, laboratory findings, 
and provisional diagnosis should be recorded prior 
to an operation. The attending physician is directly 
responsible for accuracy and completeness of a case 
record even though he may not have prepared it 
himself. No case record can be considered complete 
until it has been reviewed and signed by the attend- 
ing physician. 

The American Association of Medical Record Li- 
brarians and the Council on Medical Education and 
Hospitals of the American Medical Association have 
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adopted a curriculum for training schools, and have 
established a national registry for MEDICAL REC- 
ORD LIBRARIANS. ; 


PHYSICAL FACILITIES AND STAFFING: The medi- 
cal records department should be easily accessible to 
the medical staff. Quarters must be large enough to 
provide ample storage space, work desks for physi- 
cians, residents and interns, and equipment for cleri- 
cal staff. 

The department should be directed by a MEDICAL 
RECORD LIBRARIAN who is registered by the 
American Association of Medical Record Librarians. 
The staff may range from a full complement of assist- 





PURPOSE: Furnish nursing care, as a part of pro- 
fessional treatment, for the recovery and physical and 
mental well-being of the patient. 


RESPONSIBILITY FOR: Care of the patient. This de- 
partment is responsible for a variety of functions 
which may be described under the headings of pro- 
fessional and semiprofessional, administrative, cleri- 
cal, and nonprofessional. In the large hospital, the 
nursing department is usually divided into specialized 
nursing units each of which performs the following 
general functions. 


Professional and semiprofessional: Professional nurs- 
ing is concerned directly with care of the patient. 
Established professional procedures determine many 
of the functions routinely performed in this area. 
Other duties are performed only on written order of 
attending physicians and include, among other things, 
administering medications, performing routine tests 
such as pulse, temperature and respiration, dressing 
wounds, tending treatment devices, observing symp- 
toms, and preparing patients for delivery or treatment 
by other special departments in the hospital. 

Dietary functions entail responsibility for deter- 
mining that patients receive only what has been pre- 
scribed and for recording information pertinent to 
patients with dietary problems. 

The department is charged with responsibility for 
morale and comfort of patients, proper execution of 
physicians’ orders, cleanliness of departmental areas, 
observance of all safety precautions, and knowledge 
of condition of the patient at all times. 


Administrative: Control of organizational structure 
of the department involves planning and administra- 
tion of training programs, maintaining time records 
for payroll purposes, and assigning and supervising 
nursing duties. Administrative functions also include 
responsibilities for drugs and narcotics, for maintain- 
ing stocks of equipment and material at levels and in 
a condition adequate for operation of nursing units, 
and for coordination of clinical training of student 
nurses with other functions of the department. 


Clerical: Maintenance of records is essential to op- 
eration of all departments concerned with care of 


Nursing Service Department 


ant librarians, clerical workers, and medical stenog- 
raphers, to a single MEDICAL RECORD LIBRARIAN. 


MEDICAL RECORDS DEPARTMENT 
PROFESSIONAL. 





ASSISTANT ADMINISTRATOR 


MEDICAL-RECORD LIBRARIAN 




















patients. The department is responsible for the 
nurses’ section of medical records; initiating requisi- 
tions; preparing diet cards, daily floor census, and 
records of supplies; forwarding charges to the busi- 
ness office; and initiating birth and death record 
forms. 


Nonprofessional: Bathing patients, making beds, 
serving meals, supervising cleaning of rooms and 
wards, and contributing to the physical comfort and 
safety of patients constitute a good part of the de- 
partment’s responsibilities in this area. 

The special nursing units generally found in the 
nursing service department include medical and sur- 
gical, pediatric, orthopedic, obstetric, psychiatric and 
tuberculosis. In addition to the over-all responsibili- 
ties of nursing service they also carry more specific 
responsibilities and functions of patient care. The 
clinical education of student nurses is frequently a 
function of these special nursing units. 


Medical and Surgical: Nursing care is provided in 


medical and surgical units in accordance with physi-: 


cians’ instructions and recognized techniques and pro- 
cedures. While medical conditions are not easily di- 
vided into distinct categories, medical nursing is con- 
sidered a specialty in that normal and abnormal re- 
actions to symptoms of diagnosed diseases must be 
recognized and reported. The patient with pneumonia 
or a cardiac condition requires a much different type 
of nursing from that given the patient with anemia, 
diabetes, or nephritis. Surgical patients also require 
special pre-operative and post-operative care. 


Pediatrics: This service embraces care of children 
under 14 years of age. Care of the newborn is usually 
in a separate unit located in the obstetric service. The 
activities of the pediatric unit are largely medical but 
some understanding of the unique needs, fears, and 
behavior of children is required. This is reflected in 
the type and degree of nursing care given. In illnesses 
with protracted convalescence, education and occu- 
pational therapy become functions of nursing service. 
Relationships with parents also pose special problems 
and responsibilities. 


Orthopedics: Nurses in this unit must have a thor- 
ough knowledge of operative procedures in all types 
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of bone, joint, muscle, tendon, nerve, and other cor- 
rective surgery, as well as familiarity with techniques 
for care of patients after operation. Knowledge of 
skeletal and circulatory systems is involved. Special 
beds, splints, and frames, as well as all aspects of 
physical and occupational therapy, are employed in 
treatment and rehabilitation of patients in this de- 
partment. 


Obstetrics: Prenatal work, observation and comfort 
of patients in labor, delivery room assistance, and 
care of mothers after delivery, as well as nursing 
care of newborn, are important responsibilities of this 
unit. Obstetric nurses assist in education of new 
mothers in postnatal care and care of the newborn. 
Care of the newborn, particularly the premature, re- 
quires special nursing skills dictated by their unique 
requirements. 


Tuberculosis: Tuberculosis is usually a longterm ill- 
ness and special facilities are required. Nursing care 
for the tubercular patient must reflect understanding 
of effects on patients of longterm illness, specific 
knowledge of prevention of infection among person- 
nel. Family and community education is also an im- 
portant function of tuberculosis nursing. 


Psychiatric: While most mental patients are treated 
in specialized hospitals, the general hospital also has 
recognized its responsibility and provided facilities 
for caring for mentally ill. Nursing care of mentally 
ill requires a knowledge of various behavior patterns 
evidenced by mental patients and how to cope with 
them. Techniques for dealing with all types of prob- 
lem behavior must be learned, so that skilled, thera- 
peutic care is given to such patients. Family and com- 
munity education is also an important function of the 
psychiatric unit. 

Other special units found within the nursing serv- 
ice department are operating room, recovery room, 
emergency room, and central supply. 


Operating Room: This unit has primary responsi- 
bility for the maintenance of aseptic technique. It is 
also responsible for scheduling all operations in co- 
operation with surgeons, and for determining that 
adequate personnel and space are available. Nursing 
personnel assist the surgeon during operations and 
are part of the surgical team. Preparation for opera- 
tions involves sterilization of instruments and equip- 
ment. Cleaning up after operations is also part of the 
unit’s responsibility. This unit also may be responsi- 
ble for maintaining activities of the brace shop and 
plaster and cast rooms. 

In many hospitals, the recovery room is an adjunct 
responsibility of the operating room unit. Special 
nursing attention must be given to the patient after 
operation until he has completely recovered from ef- 
fects of anesthesia. It has been found that this may 
be accomplished more effectively if the patient is 
kept in a special unit near the operating room. 


Emergency: The hospital has a responsibility to 
provide emergency service on a 24-hour basis in situ- 
ations requiring immediate life-saving measures. 
This unit is responsible for rendering such emer- 


gency care, or for making arrangements to admit the 
patient to the hospital or other facility. The unit 
performs admitting procedures; completes required 
records; makes reports to police, safety and health 
agencies; handles matters of payment and notifica- 
tion of relatives; and refers patients to other services 
within the hospital as needed. The facilities of the 
hospital are available to the emergency unit for diag- 
nostic services, such as x-ray, laboratory, and oper- 
ating room. 


Central Supply: A description of the central sup- 
ply section will be found elsewhere in this: presenta- 
tion although it is usually considered a part of the 
nursing service department. 


Outpatient: While the nursing service department 
is not totally responsible for outpatient services, it is 
responsible for performing many nursing activities 
in this department. (See “Outpatient Department.” ) 


AUTHORITY: At the head of the department is a 
DIRECTOR OF NURSING, who reports to the AD- 
MINISTRATOR and, in accordance with over-all hos- 
pital policies, is delegated authority for providing a 
nursing service and educational program. Profes- 
sional nursing procedures are developed in coopera- 
tion with the medical staff, but the DIRECTOR OF 
NURSING must retain authority for seeing that these 
procedures are practiced by all nursing personnel. In 
hospitals having a school of nursing, there will be an 
ASSISTANT DIRECTOR, NURSING EDUCATION, 
who reports to the DIRECTOR OF NURSING, or the 
DIRECTOR OF NURSING will function as director 
of the school as well as director of nursing service. 
(A separate departmental description of the nursing 
education department will be found on page 24.) 

Each of the special units described earlier are 
headed by a nurse, supervisor, who reports to the 
ASSISTANT DIRECTOR, NURSING SERVICE. 
Nurses and auxiliary workers are assigned to each 
unit and are supervised by the unit SUPERVISOR 
who is delegated authority for accomplishing the 
functions of the unit. 

The operating room assumes the status of an inde- 
pendent operating unit. Administratively, the SU- 
PERVISOR, OPERATING ROOM, reports to the 
ASSISTANT DIRECTOR, NURSING SERVICE, but 
she must coordinate the unit’s activities with the head 
of surgical service of the hospital, who is a physician. 

Nursing personnel in the recovery room may re- 
port to the supervisor or head nurse of the recovery 
room, the supervisor of the operating room, or direct- 
ly to the ASSISTANT DIRECTOR, NURSING SERV- 
ICE. 

The obstetric unit, like each of the other nursing 
units, assumes the status of an independent operating 
unit although the NURSE, SUPERVISOR, OBSTET- 
RICS, reports to the ASSISTANT DIRECTOR, 
NURSING SERVICE, and here again the activities 
must be coordinated with the chief of obstetrics. 

Where a number of emergency services are ren- 
dered, a professional nurse supervises the depart- 
ment and reports to the ASSISTANT DIRECTOR, 
NURSING SERVICE. 
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INTER- AND INTRA-RELATIONSHIPS: The relation- 
ships between the nursing service department and 
other hospital departments are complex and too 
numerous to elaborate in detail. 

Smooth operation of hospital services and level of 
patient care and treatment depends on coordinated 
activities of all hospital departments. The nursing 
service department is the hub around which many of 
the activities of direct patient care are centered. Re- 
lationships with other departments and the impor- 
tance of each in care of patient should be mutually 
understood and appreciated. A definite program of 
conferences to work out common problems aids in 
developing more effective work relationships. A man- 
ual of standard techniques helps to avoid confusion 
in carrying out technical procedures and should be 
reviewed and discussed at scheduled intervals. 

The nursing department has frequent contact with 
the medical staff, administration, patients, visitors, 
students, volunteers, health agencies, civic groups, 
schools, churches, and others. It should participate 
in development of administrative policies and pro- 
cedures affecting nursing as well as other hospital 
services. 

Nursing personnel have closer contact with patients 
over longer periods of time than any other group of 
hospital personnel. The nurses’ attitude is vitally im- 
portant to the mental and physical well-being of 
patients. These relationships cannot be given too 
much emphasis. The nursing department plays an 
important role in development of public and person- 
nel relations of the hospital. 


STANDARDS: Many studies have been made to im- 
prove nursing care in hospitals. The American Nurses’ 
Association, National League of Nursing Education, 
and National Organization for Public Health Nursing 
have done much toward defining standards for the 
nursing profession. A joint board of directors of these 
three organizations has published a bulletin outlining 
“Principles and Policies in Relation to Subsidiary 
Workers in the Care of the Sick.” The section on 
nursing of the Council on Professional Practices of 
the American Hospital Association, in cooperation 
with a committee of the National League of Nursing 
Education, also has prepared standards for nursing 
service departments as well as schools of nursing. 
Professional nurses must be licensed to practice their 
profession. Many states require the licensing of prac- 
tical nursing personnel as well. 





PURPOSE: Provide for professional education of 
student nurses. 


RESPONSIBILITY FOR: Educating nurses qualified to 
undertake the following duties outlined by the Com- 
mittee on the Grading of Nursing Schools: Give ex- 
pert bedside care and deal effectively with emergen- 
cies arising out of illness; observe and interpret phys- 
ical manifestations of patients’ conditions as well as 
social and environmental factors which may hasten 


Nursing Education Department 





PHYSICAL FACILITIES AND STAFFING: The physi- 
cal facilities of the nursing service department will 
depend, among other factors, upon the size and type 
of hospital. Certain special facilities have been sug- 
gested above. In addition to patient care facilities, 
the department will need an office or offices for ad- 
ministrative and clerical personnel, and dressing 
rooms for personnel. 

The operating room suite, in particular, is phys- 
ically set apart from all other departments and con- 
tains an office for the supervisor, workroom, steril- 
izing room, dressing rooms for surgeons and nurses, 
scrub room, operating rooms for general use, and ad- 
ditional rooms for different specialties as conditions 
may warrant. 

Likewise, the obstetrics unit is physically set apart 
and should have facilities for labor, delivery, new- 
born nursery, lounge for physicians, and dressing 
rooms for personnel and physicians. 

The ratio of nursing personnel to patients will vary 
considerably in different hospitals, depending on the 
type of patient served, variations in work load, and 
other factors. In addition to administrative, super- 
visory personnel, and professional nurses, nurses on 
special duty also perform professional tasks. Every 
hospital conducting a school for nursing personnel 
should have sufficient graduate supervisors and gen- 
eral nursing personnel to supervise student nurses 
and provide, at the same time, adequate nursing care 
for patients. 

Subsidiary workers, such as NURSES’ AIDES, 
ORDERLIES, MAIDS, clerical workers, etc., assume 
many of the nonprofessional responsibilities asso- 
ciated with care of the patient. An in-service training 
program should be set up for both professional and 
nonprofessional workers. All members of the nursing 
service department should be included, in order to 
develop and maintain esprit de corps, improve the 
technical and professional skill of the individuals, 
foster new ideas, and provide a means of expression 
for the group as a whole. 

Volunteers may be used to perform many of the 
amenities related to caring for the patient. Volun- 
teers are trained to perform such tasks as arranging 
flowers, circulating books and reading material to 
patients, and similar duties which make the patient’s 
stay more pleasant. A complete description of volun- 
teer services is taken up in a later section (see 
page 35). 





or delay recovery; deal effectively with situations pe- 
culiar to certain common types of illness; apply those 
principles of mental hygiene which allow for the psy- 
chological factor in illness; take part in promotion 
of health and prevention of disease; teach measures 
of conserving and restoring health; cooperate with 
family, hospital personnel, and health and social 
agencies in interests of patient and community. 
The curriculum of the school of nursing should not 
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only fulfill the need of the hospital, but should meet 
all legal requirements for practice of nursing in a 
particular state as well. Courses, usually lasting over 
a three-year period, are generally grouped into bio- 
logical and physical sciences, social sciences, medical 
sciences, and nursing and allied arts. 

A library is an essential supplement to the educa- 
tional facilities of the school. A collection of texts, 
journals, and reference books should be provided. 
Student records showing amount and type of the- 
oretical instruction and clinical experience received, 
class standing, final grade, eligibility for examination 
by state board, and general background information 
should be kept current. Records of school activities 
also should be maintained. 


AUTHORITY: The department of nursing education 
should be directed by an ASSISTANT DIRECTOR, 
NURSING EDUCATION, who reports to the DIREC- 
TOR OF NURSING. In this way it is possible to co- 
ordinate the educational and nursing service func- 
tions. The ASSISTANT DIRECTOR, NURSING EDU- 
CATION, is concerned chiefly with organization and 
administration of a program of studies and mainte- 
nance of high scholastic standards. 


INTER- AND INTRA-RELATIONSHIPS: In order that 
students receive proper academic and clinical exper- 
ience, the program of the department of nursing edu- 
cation must be closely coordinated with nursing serv- 
ice activities. Since student nurses receive a major 
part of their training in hospital wards and nursing 
units, clinical instruction must be scheduled for mu- 
tual advantage of school and hospital. 

The school will employ fulltime instructors as well 
as part-time lecturers. This implies cooperative re- 
lationships with the medical profession, colleges and 
universities, and specialists in many fields. Members 
of the medical staff, as well as college and univer- 
sity professors, frequently serve as part-time lec- 
turers. Supervisors of various nursing units, such as 


medicine, surgery, pediatrics, and obstetrics, also 
serve as clinical instructors. 


STANDARDS: Minimum requirements for schools 
of nursing are defined in various state laws. The Na- 
tional League of Nursing Education has national 
standards which it recommends for the operating 
school of nursing. Requirements for admission to the 
school include at least graduation from an accredited 
high school, although two years of college education 
is becoming preferred. Each student should possess 
an aptitude for nursing as indicated by a compre- 
hensive testing program developed by the National 
League of Nursing Education. 


PHYSICAL FACILITIES AND STAFFING: Depart- 
ments of nursing education should provide acceptable 
educational facilities and suitable living accommoda- 
tions to attract qualified applicants. Educational fa- 
cilities include classrooms, demonstration rooms, li- 
brary, laboratory with essential equipment, and suffi- 
cient clinical facilities to provide the range and var- 
iety of experience necessary to instruction of student 
nurses. 

The ASSISTANT DIRECTOR, NURSING EDUCA- 
TION, must be a professional nurse and should possess 
a master’s degree in nursing education. The faculty 
members reporting to the ASSISTANT DIRECTOR, 
NURSING EDUCATION, should have an educational 
background beyond the high school level, and, for 
teaching in university schogls of nursing,* education 
beyond the bachelor’s degree may be required. Fac- 
ulty members should assist in determination of edu- 
cational policies, formulation of curriculum, and other 
matters affecting education and welfare of students. 

In addition to part-time and fulltime instructors 
and lecturers, the school will usually employ a DI- 
RECTOR, RESIDENCE; DIRECTOR, RECREATION- 
AL; COUNSELOR, and clerical workers. 
~ *This description has been written to cover the school of nurs- 
ing conducted by a hospital. University schools of nursing are 


an important part of nursing education but are outside the scope 
of this particular document. 
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PURPOSE: Provide facilities for medical diagnosis 
and treatment for ambulatory patients, contribute to 
preventive health care in community, and serve in 
a training capacity for interns and residents. 


RESPONSIBILITY FOR: Medical diagnosis and treat- 
ment in medical and surgical cases as well as in many 
specialties for ambulatory patients. To fulfill its re- 
sponsibilities, the department must have admitting 
facilities, administrative organization, medical social 
service, clinical and nursing services, medical staff, 
and ‘diagnostic services such as laboratory, x-ray, 
electrocardiography, and electroencephalography. In 
addition, the outpatient department is in a unique 
position to contribute to control of diseases by pro- 
viding treatment while patient is still ambulant and 
disease is in early and more readily curable stage. 
Most of the functions performed in the care of in- 
patients are duplicated in the outpatient department. 

The scope of care provided ambulatory patients is 
constantly increasing and, as a consequence, com- 
position of this patient group is changing. At one 
time, primarily indigent or part-pay patients used 
outpatient facilities. As the department assumes a 
major role in the prevention of disease and organ- 
ized community health movement, the financial char- 
acter of the outpatient has changed, and in many in- 
stitutions arrangements have been made for handling 
pay patients. Many patients are still referred to the 
social service department upon application for admis- 
sion in order to determine their financial status and 
eligibility for admission. The department bears a 
major responsiblity for instructing its patients in pre- 
vention of diseases. Patients also must be guided 
during convalescence if rehabilitation is to be assured. 
Accurate and complete medical records must be main- 
tained covering all social and medical data bearing 
on each case. Such records are necessary for group 
studies, medical research, and accounting purposes. 


AUTHORITY: This department is headed by the 
DIRECTOR, OUTPATIENT SERVICES, who reports 
to the ADMINISTRATOR or ASSISTANT ADMIN- 
ISTRATOR. In the hospital where a large number of 
outpatients are treated, this position is comparable 
to that of an ASSISTANT ADMINISTRATOR. In 
smaller hospitals, direction of the outpatient depart- 
ment may be assumed by the ADMINISTRATOR. 
Full authority for coordinating outpatient activities 
and personnel with inpatient services must be dele- 
gated to the director of this department. 


INTER- AND INTRA-RELATIONSHIPS: Coordination 
of the many administrative and diagnostic functions 
of the outpatient clinic with those of other depart- 
ments is imperative, possibly more so than with any 
other department of the hospital. The regular diag- 
nostic facilities of the hospital are used by this de- 
partment. Personnel from diagnostic and adjunct 
services, such as laboratory, pharmacy, and electro- 


Outpatient Department 





cardiography, may be assigned to the outpatient de- 
partment for specified periods of time. Although their 
work will be supervised by their respective depart- 
ment heads, close working relationships between 
heads of departments and the DIRECTOR, OUT- 
PATIENT SERVICES, are imperative. 

The functions of laundry, housekeeping, mainte- 
nance, engineering and accounting are also per- 
formed in the outpatient department. Personnel per- 
forming these functions are responsible to their re- 
spective department heads although close cooperation 
with the outpatient department is necessary. Close 
relationships are also necessary with the social serv- 
ice department. 

Physicians staffing the outpatient department are 
members of the regular medical staff of the hospital. 
This staff holds periodic conferences to review and 
analyze clinical work and present selected cases at 
the hospital’s general clinical conferences. 

In hospitals having schools of nursing, students are 
assigned to the outpatient department as part of their 
training in this department. Interns and residents also 
receive training in this department. The medical rec- 
ords of outpatients should be the same as those for 
inpatients (called unit record) and should be trans- 
ferred; following the patient, from one place to the 
other. This involves a system for procuring and re- 
turning all outpatient records to the medical records 
department. 

Instruction on health matters may be carried on in 
cooperation with community organizations, and the 
department should participate with local agencies re- 
garding health education, hygiene, preventive medi- 
cine, contagious and venereal diseases, and similar 
subjects. 


STANDARDS: The American College of Surgeons 
has formulated minimum standards for the outpatient 
department. These include recommendations as to 
organization, administration, facilities, personnel, 
medical staff, conferences, records, correlation with 
other hospital services, and number of patients. The 
outpatient committee of the American Hospital Asso- 
ciation has published basic standards considered nec- 
essary for organization of the outpatient department. 


PHYSICAL FACILITIES AND STAFFING: The out- 
patient department should be located in the hospital 
or in close proximity, to provide easy access to diag- 
nostic facilities. A waiting room, admitting office, 
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DIRECTOR, OUTPATIENT SERVICES 
CLINIC TECHNICIAN 


The organization of the outpatient department parallels 
that of the hospital as a whole and frequently draws upon the 
inpatient service for facilities, equipment, and personnel. For 
these reasons an organization chart has not been prepared. 
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dressing rooms for personnel and patients, and a 
clinical section are required by the department. Un- 
der direction of the DIRECTOR, OUTPATIENT 
SERVICES, nursing personnel, social workers, ad- 
ministrative and clerical personnel staff the depart- 





PURPOSE: Coordinate needs of the institution with 
those of individual employees in such a way as to 
provide the community with efficient hospital serv- 
ice, and to staff the hospital with qualified, well- 
adjusted employees. 


RESPONSIBILITY FOR: Personnel administration de- 
notes the philosophy, motives, and methods of or- 
ganizing and treating people so that they will con- 
sistently perform at the highest levels of which they 
are capable, while obtaining the highest possible de- 
gree of individual satisfaction. 


The personnel department may assume as many 


functions as needed to realize a fair return on the 
hospital’s investment in its employees. These func- 
tions will vary greatly depending on needs and size 
of the organization. 

The department has responsibility, within dele- 
gated authority, for planning and administering a 
comprehensive personnel program, including par- 
ticipation in development of an over-all personnel 
policy. It is responsible for developing techniques 
and procedures for assisting line supervisors to im- 
prove the personnel aspects of their jobs. It serves 
as adviser to the ADMINISTRATOR on personnel 
problems, proposes changes in established personnel 
policies, and consults with and assists operating su- 
pervisors on a continuing basis. The major functions 
of this department may be classed as: (1) Develop- 
ing sources of qualified employees, (2) attracting 





Personnel Department 


ment. These may be assigned on a full or part-time 
basis according to number of patient visits. Volun- 
teers may perform many clerical duties. Outpatient 
physicians must meet the same standards applicable 
to other members of medical staff. 





and recruiting competent personnel, and (3) increas- 
ing individual productivity. 

Specifically, the personnel department performs 
some or all of following functions: Recruits and 
screens job applicants; inducts and orients new em- 
ployees; advises on methods of training and in many 
instances conducts training programs; develops pro- 
cedures for employees’ stabilization such as absen- 
teeism, turnover, sick leave, etc.; develops proce- 
dures for job control through job analyses and job 
evaluations; establishes and maintains employees’ 
benefit program; assists in planning and establishing 
lines of communication; may serve as negotiator in 
union problems; establishes health and safety pro- 
grams; advises administration on legal problems re- 
lating to employment; does research to determine 
causes of personnel problems; advises on hospital or- 
ganization and helps establish employee budgetary 
controls; keeps complete personnel files on all em- 
ployees; and maintains organization charts and staff- 
ing patterns. 


AUTHORITY: Final authority for applying sound 
personnel policies rests with the ADMINISTRATOR, 
while the DIRECTOR, PERSONNEL ADMINISTRA- 
TION, exercises line authority only over employees 
in the personnel department. Personnel administra- 
tion is a staff function. As such it has no direct au- 
thority over operating or line supervision. Good per- 
sonnel administration is a function of every super- 
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Additional functions frequently found in the Personnel Department are: 


Employee health service 
Payroll 
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ment heads. 
INTER- AND INTRA-RELATIONSHIPS: Personnel ad- 


ministration has become a separate department be- 
cause administrative officials realize the need for spe- 
cialized knowledge and careful planning to insure 
sound personnel relations. The personnel department 
should report directly to the ADMINISTRATOR. The 
DIRECTOR, PERSONNEL ADMINISTRATION, as a 
specialist, is chief adviser to the ADMINISTRATOR 
on all matters involving employee relations. As a 
staff officer, he works cooperatively with each de- 
partment head to secure the maximum of efficiency 
and employee morale within the hospital. Theoreti- 
cally, the department head should endeavor to make 
his job unnecessary by assisting and training every 
supervisor to establish high standards of employee 
relations. 

The personnel department is a key to good public 
relations. Sound employee relations tend to be reflected 
in employee contacts with the public. Through direct 
contacts with other departments, job applicants, em- 
ployment agencies, social agencies, schools, public 
officials, and many other groups and individuals, the 
personnel department is in a unique position to cre- 
ate a favorable impression of the hospital. 





Pharmacy 


PURPOSE: Supply all prescriptions and manufac- 
tured stock drugs and solutions to both inpatient and 
outpatient services. 


RESPONSIBILITY FOR: Routine preparation and 
sterilization of injectible medication and compound- 
ing of prescriptions. The pharmacy dispenses drugs, 
chemicals, pharmaceuticals, and narcotics on orders 
of a physician. It is responsible for filling and label- 
ing all drug containers in compliance with specifica- 
tions; purchase and storage of drugs, chemicals, and 
pharmaceutical preparations; and periodic inspection 
of pharmaceutical supplies in nursing units. An ap- 
proved stock of antidotes is maintained. Records are 
kept relative to prescriptions filled; and alcohol, nar- 
cotics, and poisons dispensed. Purchase of supplies 
and equipment is performed either directly or through 
the hospital PURCHASING AGENT. In either case, 
the pharmacy department retains responsibility for 
establishing specifications of materials to be pur- 
chased. 


AUTHORITY: The pharmacy is under direction of 
a licensed PHARMACIST, CHIEF, who reports to the 
ASSISTANT ADMINISTRATOR. A pharmacy com- 
mittee consisting of the PHARMACIST, CHIEF, and 
members of the medical departments should meet 
periodically to determine pharmacy policy and super- 
vise purchase and issuance of drugs, chemicals, phar- 
maceutical preparations, biologicals, and professional 
supplies. The PHARMACIST, CHIEF, is delegated 
authority for carrying out the functions of this de- 
partment. 


visor, including the ADMINISTRATOR and depart- 


Department 


PHYSICAL FACILITIES AND STAFFING: The per- 
sonnel offices should be easily accessible to job appli- 
cants and hospital personnel. They should be attrac- 
tive to create a favorable impression on visitors. Pro- 
visions should be made for privacy in employment 
interviews and discussions with employees. 

The personnel department is normally under the 
supervision. of a DIRECTOR, PERSONNEL ADMIN- 
ISTRATION, who possesses maturity of judgment, 
leadership ability, and specialized knowledge of per- 
sonnel administration. No ratio has been established 
between numbers of employees in the personnel de- 
partment and personnel comprising total organiza- 
tion. The needs of the institution and functions as- 
signed to the personnel department will affect num- 
ber of employees required. In general, however, it 
may be stated that a hospital of 160 beds which em- 
ploys approximately 225 people will find need for a 
DIRECTOR, PERSONNEL ADMINISTRATION, on a 
fulltime basis. In smaller hospitals, it is usually feasi- 
ble to combine personnel functions with other ad- 
ministrative responsibilities. Whenever such combi- 
nations are made, there should be a clear division of 
time and responsibility, so that none of assigned func- 
tions become subordinated to another. 





INTER- AND INTRA-RELATIONSHIPS: The phar- 
macy maintains operating relationships with most of 
the medical, technical, and administrative personnel 
of the hospital. Relationships are maintained on a 
day to day basis with the medical staff. This involves 
advising with the medical staff on the use and modes 
of administration of various drugs. Close working 
relationships are also necessary among the pharmacy, 
nursing and purchasing departments. Each have func- 
tions which are closely allied. Meetings to discuss 
common problems and activities result in more effec- 
tive and efficient programs. 


STANDARDS: Standards for the pharmacy depart- 
ment are recommended by the committee on phar- 
macy of the American Hospital Association and the 
American Pharmaceutical Association. These stand- 
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ards include recommendations regarding housing, 
personnel, pharmacy committee, maintenance of a 
pharmaceutical reference library, and use of approved 
drugs and pharmaceuticals. Legally, all pharmacies 
must retain a record of physicians’ orders for drugs. 
Only drugs, chemicals, and pharmaceutical prepara- 
tions of at least the quality indicated in the “United 
States Pharmacopeia,” “National Formulary,” and 
“New and Non-Official Remedies” should be used in 
treatment of patients. 


PHYSICAL FACILITIES AND STAFFING: The phar- 
macy that serves only inpatients may be placed in 
any location convenient to hospital personnel. Ample 
shelf space is required for bulk packages. A dispens- 
ing window and suitable storage cabinets are also 





PURPOSE: Assist in recovery and rehabilitation of 
mental, orthopedic, traumatic, and other patients, 
through physical means such as mechanical devices, 
constructive recreational programs, and handicrafts. 


RESPONSIBILITY FOR: Physical and occupational 
therapy. Physical therapy includes employment of 
therapeutic exercises and massage and utilization of 
effective properties of light, heat, cold, water, and 
electricity in treatment of disease and injury. Occu- 
pational therapy includes teaching of manual skills 
to stimulate mental and emotional activity on part of 
patients, and has been found useful in rehabilitation 
of chronic cases and in care of patients subject to 
protracted convalescence. Recreational therapy is 
frequently included with occupational therapy. 

Some of the functions performed in this depart- 
ment include providing diagnostic service and treat- 
ment to patients referred to the physiatrics depart- 
ment; operating and correlating physical therapy, 
occupational therapy, and physical reconditioning 
sections; providing clinical and consultant services; 
preparing and submitting reports and maintaining 


Physiatrics Department 





as inpatients, it should be located so as to be easily 
accessible to both. 

Laws in most states require that only a licensed 
pharmacist may compound prescriptions. He may be 
employed on a fulltime or part-time basis as required 
by the needs of the hospital. If the volume of work 
is insufficient to warrant employment of a pharma- 
cist, arrangements can be made with a convenient 
commercial pharmacy to dispense all prescriptions. 
The hospital should, however, maintain a drug room 
from which prepared drugs are issued. Wherever 
necessary, as many additional pharmacists and help- 
ers are added to the staff as are needed to insure ade- 
quate pharmacy service. 





records as required; and conducting in-service tech- 
nical training of physical medicine service personnel. 


AUTHORITY: The physiatrics department is under 
the direction of a physician who accepts authority 
for prescribing physical agents to be used. He is re- 
sponsible for organization, operation, and efficiency 
of service and reports to the ASSISTANT ADMINIS- 
TRATOR for administrative functions and to the 
chief of medicine for professional services. 


INTER- AND INTRA-RELATIONSHIPS: Physical med- 
icine is a part of the total treatment of the patient 
and is provided to both inpatients and outpatients. 
As such, there must be close coordination of activities 
of this department with those of medicine, surgery, 
orthopedic surgery, and psychiatry. Patients are 
treated at the bedside as well as in the department. 
Personnel must, therefore, cooperate with nursing 
and medical staff in scheduling activities. Coopera- 
tion of the patient is also essential to effective treat- 
ment, necessitating close rapport between patients and 
personnel. 
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PHYSICAL FACILITIES AND STAFFING: The major 
portion of work of this department is with patients 
who are ambulatory. In planning the department, 
space should be provided for both treatment and 
dressing rooms. Rooms should provide a maximum of 
daylight and fresh air, and those in which electrical 
equipment is used should be floored with rubber tile. 
All apparatus should meet the approval of the Council 
on Physical Medicine and Rehabilitation of the Amer- 
ican Medical Association. As a minimum requirement, 
the department should be provided equipment. for 
massage, muscle training, therapeutic exercise, ultra- 
violet radiation, electrotherapy such as galvanic, sinu- 
soidal, or high frequency machines, thermogenic 
radiation such as baking lamps, and some type of 





PURPOSE: Interpret the policies and objectives of 
the hospital to the public, to foster attitudes of con- 
fidence and respect in the hospital on the part of 
the community, and to interpret the public opinions 
of the hospital to hospital authorities. 


RESPONSIBILITY: The public relations department 
is responsible for developing a planned course of 
action that will keep the public informed of the 
benefits derived from the hospital. 

The responsibilities of this department include 
developing public understanding and appreciation .of 
hospital services, stimulating an active interest in and 
understanding of community needs and institutional 
resources in order that the hospital may assume its 
rightful place in the community, promoting improved 
relationships between hospital personnel and the 
public, cooperating with other health agencies so as 
to fulfill the health and welfare needs of the commu- 
nity, clarifying controversial health and welfare 
issues, stimulating voluntary contributions and public 
and private endowments, and interpreting hospital 
services and costs to the community. 

To perform these functions effectively requires a 
planned public relations program, making use of 
every means of communication. Three chief channels 
are available: the spoken word, the written word and 
visual means, Probably the most effective method for 
building a basis for sound public relations in the com- 
munity is through the spoken word of satisfied pa- 
tients. There are many ways in the hospital to ac- 
complish this end, such as giving special care to 
selection of personnel for admitting, information, tele- 
phone, and similar public contact positions; adjust- 
ing complaints in a sympathetic manner; promoting 
employee courtesy; adhering to accepted codes of 
ethics governing release of information; establishing 
routine procedures that will insure intelligent han- 
dling of patients; and developing an awareness on 
the part of employees, particularly nursing and med- 
ical staff, of the value of good relations with patients. 

Speeches arranged by the public relations depart- 
ment and delivered by hospital representatives to 
business and service clubs, to church, school and 
extra-curricular groups, and to hospital visitors, as 
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whirlpool bath or tank. The equipment required for 
occupational therapy depends on the various crafts 
utilized. 

The director is a PHYSIATRIST, who holds the 
degree of doctor of medicine from an acceptable med- 
ical school and is preferably a diplomate of the Amer- 
ican Congress of Physical Medicine. He may be 
employed either fulltime or part-time. He should 
have the assistance of well trained PHYSICAL and 
OCCUPATIONAL THERAPISTS. PHYSICAL THER- 
APISTS should pass the examination set up by the 
American Congress of Physical Medicine, thereby be- 
coming members of the American Registry of Physi- 


“ eal Therapy Technicians. Attendants perform many 


routine tasks in the physical therapy department. 





well as addresses and dramatizations for radio audi- 
ences, represent other phases of using the spoken 
word as a public relations tool. 

Many media are also available for telling the hos- 
pital’s story in writing. The newspaper offers oppor- 
tunities for good written public relations in news 
stories about “newsworthy” events, feature articles 
and picture-stories, editorials, regularly published 
hospital news or announcement columns, and adver- 
tisements. This material may be written by the news- 
paper staff or by the hospital public relations de- 
partment. 

Regularly issued hospital bulletins sent to em- 
ployees, medical staff, and others interested in the 
welfare of the hospital, special editions of annual re- 
ports, bulletin boards, patients’ handbooks, brochures 
and other direct literature are additional examples of 
the written word in public relations use. Hospital 
stories may also be prepared for publication in local 
industrial papers, school papers and magazines. 

Visual education becomes a public relations tool 
when posters and exhibits are displayed to the public 
either within the hospital itself or in other commu- 
nity establishments, when hospital tours are con- 
ducted for various groups, and on occasions when mo- 
tion pictures or lantern slides are shown. 

Other responsibilities of the public relations de- 
partment may include surveying public opinion, and 
planning special events which utilize a combination 
of the techniques and means of communication. 
Through the effective use of all these media, the gen- 
eral functions of public, personnel, staff and patient 
education, publicity, promotion and persuasion are 
performed. 


AUTHORITY: Public relations is a management 
function. The PUBLIC RELATIONS OFFICER, then, 
should report directly to the ADMINISTRATOR. The 
public relations department, however, operates in a 
staff capacity and has no authority over operating or 
line supervision. The PUBLIC RELATIONS OFFI- 
CER has line authority only over those in the public 
relations department working directly under him. 
Due to the fact that public relations is a responsibil- 
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ity of every member of the hospital organization, 
authority for sponsoring good relations with the com- 
munity ultimately must rest with the ADMINISTRA- 
TOR. 


INTER- AND INTRA-RELATIONSHIPS: Public rela- 
lations has become a separate department because 
administration realizes the need for specialized knowl- 
edge and careful planning to insure public under- 
standing of the hospital’s objectives. The department 
plays a major role in developing the hospital’s stand- 
ing in the community. The PUBLIC RELATIONS 
OFFICER must work closely with all hospital offi- 
cials. Conferences and discussions pertaining to em- 
ployee relations, hospital policies and procedures, 
and all aspects of hospital service are part of the 
public relations job. Frequently, the PUBLIC RELA- 
TIONS OFFICER works closely with a special com- 
mittee of the governing board. Through contact with 
all departments, employees, patients, visitors, the 
governing board, medical staff, auxiliaries, civic 
groups, schools, newspaper editors and writers, and 
many other groups and individuals, the public rela- 
tions department promotes public information and 
understanding. 


PHYSICAL FACILITIES AND STAFFING: The public 
relations department should be easily accessible to 
the executive office of the hospital. 

The department is usually supervised by a PUBLIC 





PURPOSE: Provide centralized procurement and 
control of all supplies, equipment, and materials used 
in the hospital. 


RESPONSIBILITY FOR: Determination of hospital 
needs and procurement of a variety of equipment 
and supplies. 

The general functions of this department include 
developing specifications for common-use items; en- 
gaging in research to discover sources of improved 
equipment; promoting standardization and _ labor- 
saving equipment and supplies; conducting such in- 
spections as are necessary to insure that items are not 
overstocked; and maintaining records. 

Specifically, when a purchase order is to be placed, 
this department is responsible for editing orders for 
completeness, and for verifying orders against cata- 
logs, previous orders, and manuals of specifications 
such as those established by the American Hospital 
Association and the National Bureau of Standards. 
A determination is then made of quantities to be 
ordered based on such information as hospital fi- 
nances, market conditions, time of delivery, storage 
space available, anticipated rate of consumption, and 
availability of hospital facilities for manufacture of 
required items. Competitive bids are then obtained 
and formal purchase orders issued. 

The basis for all operations of the purchasing de- 
partment is the requisition initiated by individual 
departments. These may be either in the form of 


Purchasing Department 


RELATIONS OFFICER. Public relations functions, 
however, may be combined with other administra- 
tive responsibilities. If this is the case, there should 
be a clear division of time and responsibility so that 
neither of the assigned responsibilities become sub- 
ordinated to the other. Frequently, in small hospitals, 
the function is handled by the administrator or a 
committee of the governing board. Even with a full- 
time PUBLIC RELATIONS OFFICER, it is advan- 
tageous to form an advisory committee of civic- 
minded persons familiar with public relations tech- 
niques in order to promote community interest and 
understanding. 

Every member of the hospital’s personnel and 
staff, as well as trustees, medical staff members and 
women’s auxiliaries, having contact with the public 
is an agent for interpreting the hospital to the public 
and for promoting good will toward the institution. 


PUBLIC RELATIONS DEPARTMENT 
MANAGEMENT STAFF FUNCTION 





ADMINISTRATOR 


| 


PUBLIC RELATIONS OFFICER 


























stores or purchase requisitions, depending on whether 
desired supplies are stocked or are to be secured 
through purchase. Such forms indicate date, depart- 
ment, quantity of each item returned for exchange, 
and quantity and specifications of each item desired. 
Requisitions are approved and signed by a responsible 
department authority and forwarded to stockroom 
or purchasing office for procurement. Supplies re- 
quired before scheduled delivery dates are secured by 
“emergency requisitions” following similar proce- 
dures with addition of a notation stating reasons for 
emergency. 

In some hospitals the purchasing department may 
receive, verify, store, and issue, as well as purchase, 
supplies and equipment, but this function is not rec- 
ommended. Responsibility for control of storerooms 
should be assigned to the business department. 


AUTHORITY: Since purchasing is a staff function, 
the purchasing department exercises no authority 
over operating personnel but does exert line author- 
ity over employees within the department. The PUR- 
CHASING AGENT recommends and advises depart- 
ment heads on quality and availability of supplies and 
equipment in light of special knowledge and research. 
He is responsible to the ASSISTANT ADMINISTRA- 
TOR or to the CONTROLLER. 


INTER- AND INTRA-RELATIONSHIPS: Centralized 
purchasing provides advantages of economy, stand- 
ardization, controlled accounting, and _ protection 
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against waste. Actual procurement in all departments 
need not be performed by the purchasing department, 
but this department should control the requisitions 
and purchasing procedures, A medical staff committee 
usually cooperates with the PURCHASING AGENT 
on standardization and simplification of medical sup- 
plies. 

The purchasing department deals directly with 
most other departments of the hospital. Particularly 
close coordination with the business department is 
necessary in order to maintain effective accounting, 
auditing, and budgetary controls, and to maintain 
working contact with storerooms. In some hospitals, 
purchasing is a function assigned directly to the busi- 
ness department. 


STANDARDS: The Committee on Purchasing of the 
American Hospital Association has published a series 
of specifications that may be used as a guide to more 
economical and effective purchasing. 

PHYSICAL FACILITIES AND STAFFING: The pur- 
chasing department should be accessible to the busi- 


ness department of the hospital. The department is 
usually supervised by a PURCHASING AGENT pos- 


Radiology 





PURPOSE: Provide an adjunct diagnostic and thera- 
peutic radiology service as required in examination, 
care, and treatment of hospital patients. 


RESPONSIBILITY FOR: Taking, processing, examin- 
ing, and interpreting radiographs and fluorographs. 
Radiographs may be taken for diagnostic purposes or 
to study physiological processes. Fluoroscoping may 
be done to study action of internal physiological proc- 
esses, localize foreign bodies, or for related medical 
purposes. Radiographs and fluorographs must be ex- 
amined and the extent and significance of their path- 
ology or deviation from normal interpreted. Roent- 
genotherapy and therapy by radium and radioactive 
substances may also be a responsibility of the depart- 
ment. 

In addition to these functions, the department is 
responsible for planning and carrying out policies 
and procedures to insure protection to all hospital 
personnel in contact with radiation modalities; pro- 
viding consultation and advice to clinicians in inter- 
preting diagnostic roentgenological findings; plan- 
ning diagnostic x-ray procedures and other perti- 
nent matters; administering therapeutic treatment; 
participating in research programs; presenting films 
at autopsies and taking additional postmortem exam- 
inations as required to complete records; participat- 
ing in hospital educational programs; and maintain- 
ing accurate and complete records. 


AUTHORITY: The authority for the radiological 
services of the hospital rests with a RADIOLOGIST 
who reports to the ASSISTANT ADMINISTRATOR 
on administrative matters and to the chief of the 
medical staff on professional practices. The RADIOL- 
OGIST is delegated authority for organization, opera- 
tion and training of personnel so that an effective 


Department 


sessing special knowledge and skills in principles and 
procedures of purchasing. In the small hospital, the 
ADMINISTRATOR may perform the purchasing 
functions or delegate this responsibility to the AS- 
SISTANT ADMINISTRATOR or CONTROLLER 


PURCHASING DEPARTMENT 
BUSINESS AND OPERATING DIVISION 
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program is established and maintained. While stand- 
ardizing agencies recommend medical supervision, 
administrative functions may be assigned to the 
X-RAY TECHNICIAN, CHIEF. 


INTER- AND INTRA-RELATIONSHIPS: An effective 
diagnostic and therapeutic radiological program is 
accomplished through sound planning of the program 
and its supporting policies and procedures, efficient 
internal administration and organization, and coordi- 
nation and liaison with other hospital activities. The 
department serves both inpatients and outpatients, as 
well as hospital personnel. There must be close co- 
ordination between activities of this section and all 
clinical activities of the hospital. Contact and cooper- 
ation with outpatient department, nursing service de- 
partment and medical staff is essential. The RADIOL- 
OGIST serves as a member of the medical staff as 
well as an administrative department head. This sec- 
tion participates in the total hospital program of 
patient care, research, education and community 
preventive health programs. 


STANDARDS: The American College of Surgeons 
and American College of Radiology have cooperated 
in establishing minimum standards for hospital 
radiology service. To meet the minimum standards, 
the radiology program should have reasonably ade- 
quate space and equipment, qualified personnel, prop- 
er records and reports, and sufficient authority and 
personnel to carry out an acceptable program. 

The American Registry of X-ray Technicians and 
the Council on Medical Education and Hospitals of 
the American Medical Association have formulated 
standards for technicians and it is recommended that 
hospitals adopt these standards which also constitute 
qualifications for registry by the accrediting agency. 
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Many hospitals conduct their own schools for training 
X-RAY TECHNICIANS. These schools are under di- 
rection of a RADIOLOGIST and must meet standards 
formulated by the Council on Medical Education of 
the American Medical Association, in conjunction with 
the American Registry of X-Ray Technicians and the 
American College of Radiology. 


PHYSICAL FACILITIES AND STAFFING: The radi- 
ology department usually consists of therapeutic 
radiology, physics, and diagnostic radiology sections. 
All three provide specialized services to the various 
clinical activities of the hospital. 

In most instances, it is necessary to provide an 
office for the RADIOLOGIST, a viewing room, a wait- 
ing room, dressing room, a darkroom, file room, one 
or two rooms for roentgenography and roentgeno- 
scopy, possibly rooms for roentgenotherapy, and fa- 
cilities for the storage and usage of radioactive mate- 
rials. In the smaller hospital these rooms may be 
variously combined. Technical equipment will vary 
with type and activity of hospital. 

Responsibility for all radiological examinations and 
treatments rests with the RADIOLOGIST, who is 
head of the department. He should hold a degree of 
doctor of medicine from an acceptable medical school 
and have qualifications in radiology acceptable to the 
Council on Medical Education and Hospitals of the 
American Medical Association. The services of a part- 
time RADIOLOGIST who will periodically visit the 
hospital and make necessary interpretations of x-ray 
films is the usual practice followed in the small hos- 





PURPOSE: Assist in meeting the problems of pa- 
tients whose medical needs may be aggravated by 
social factors and who, therefore, may require social 
treatment based on their medical conditions and 
courses of treatment. 


RESPONSIBILITY FOR: Contributing to diagnosis 
and treatment through an understanding of the social 
elements of the patient’s life in relation to his illness. 
By obtaining information relative to the patient as a 
total individual in the social and economic environ- 
ment in which he lives and works, his capacity to 
understand and participate in a plan of medical treat- 
ment, his obligations, and his material and personal 
resources, the department aids the physician in un- 
derstanding and treating an illness more effectively. 
Similarly, by interpreting the plan of treatment to the 
patient and assisting in his personal affairs so as to 
bring relief from worry, the social service depart- 
ment contributes to treatment and rehabilitation. The 
department may be responsible for follow-up visits 
to homes of discharged and outpatients in order to 
insure continuation of treatment in an atmosphere 
conducive to preservation of health. 

In accomplishing its responsibilities, such functions 
are performed as the practice of medical social case 
work; development of medical social service program 
within the hospital; and participation in development 


Social Service Department 





pital, although this does not preclude study and inter- 
pretation of films by a qualified attending physician. 
If a member of the medical ‘staff with fundamental 
training in radiology is assigned to supervise the ser- 
vice, a competent RADIOLOGIST should be called 
upon to interpret obscure findings. X-RAY TECHNI- 
CIANS operate equipment and develop negatives 
under supervision of the RADIOLOGIST. 


RADIOLOGY DEPARTMENT 
PROFESSIONAL 
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of social and health programs in the community, in 
educational programs for professional personnel, and 
in medical social research. Records must be kept on 
the work with the patient as a service to the patient 
and for educational and research purposes. 

The specific function of interviewing outpatients is 
often assigned to the social service department. Part 
of this function includes certification for admission 
which involves determining the patient’s financial 
eligibility, deciding whether to admit on a free or 
part-pay basis, and determining the need for outside 
assistance. 


AUTHORITY: The head of the department must be 
a trained worker in social service. The DIRECTOR, 
SOCIAL SERVICE, reports to the ASSISTANT AD- 
MINISTRATOR, MEDICAL, or to the ADMINIS- 
TRATOR. While the internal operation of the depart- 
ment is the responsibility of the department head, 
plans for treatment and procedures must be made in 
collaboration with the attending physician. 


INTER- AND INTRA-RELATIONSHIPS: There must 
be a close working relationship between the social 
service department and outpatient department, espe- 
cially where the SOCIAL WORKER, MEDICAL, is 
the first person to interview the patient for identify- 
ing, biographical, and sociological data. 
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There is continuing consultation with the medical 
staff in planning and developing the department’s 
activities. The department cooperates with other so- 
cial agencies and with such community resources as 
churches, schools, and civic groups. Contact with 
patients’ relatives and friends is frequently necessary. 
Social service must also have a close working rela- 
tionship with all diagnostic and therapeutic services 
rendered in the treatment of the patient. 


STANDARDS: In 1949, a “Statement of Standards to 
Be Met by Medical Social Service Departments in 
Hospitals and Clinics” was published by the Ameri- 
can Association of Medical Social Workers and ap- 
proved by the American Hospital Association. 

The American Association of Medical Social Work- 
ers has established the qualifications of training re- 
quired for membership in this organization. 


PHYSICAL FACILITIES AND STAFFING: Provision 


should be made for a central office for the social serv- 


ice department, and for such individual offices as the 
professional staff may require. The offices should be 
accessible to patients and to physicians but should 
afford privacy for interviews. 

The DIRECTOR, SOCIAL SERVICE, should have 
professional education and experience in the field 
of medical social service work. Qualifications for the 
director of the department are suggested by the 
American Association of Medical Social Service 
Workers. Assistants appointed to the staff should 
have similar preparation. It is also well for the de- 
partment to consider use of carefully selected and 
supervised volunteers to whom may be delegated 
tasks commensurate with their abilities. 

There is also value in a committee of interested 
lay and professional people studying the work of the 
department in its relationships within and without 
the hospital, and acting in an advisory capacity to 
develop new projects and broaden the understanding 
of the department’s work. 


SOCIAL SERVICE DEPARTMENT 
PROFESSIONAL 
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*supervisor, psychiatric social service 
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* Although a job description has not been prepared for supervisor, psychiatric social service, it would occupy the position 
designated in the organization chart in those instances where it occurred in the hospital. 





PURPOSE: Supplement activities of the regular 
hospital staff in order to release technical personnel 
from routine duties and perform amenities which 
will contribute to pleasant environment and comfort 
of the patient and thereby help to foster favorable 
public relations and ease some of the pressures ex- 
erted on hospital personnel. 


RESPONSIBILITY FOR: Developing, in cooperation 
with department heads, a program of coordinated ac- 
tivities where services of volunteers can be used to 
advantage. After initiating and conducting a survey 
of all hospital activities where volunteers might be 
used, the department is then responsible for estab- 
lishing and carrying out a volunteer program that 


Volunteer Services Section 





will augment and supplement the hospital program. 

Volunteer services may be utilized in almost every 
department of the hospital, but close integration of 
hospital activities and volunteer functions is essen- 
tial. While volunteers perform duties and provide 
services without pay, workers must be oriented and 
trained to work on a scheduled basis that fits into 
the hospital program. 

The volunteer services section is concerned with 
recruiting workers, classifying them in terms of in- 
terest, experience, abilities and availability; initiat- 
ing training programs; and assigning workers to du- 
ties by a process of matching workers’ qualifications 
and job demands. 
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There are a number of areas within the hospital 
where volunteers may render valuable services. These 
include clerical activities in all departments, recep- 
tionist and messenger service, folding and packing 
surgical supplies, assistance to nurses and laboratory 
technicians, dietary assistance, library services, oc- 
cupational and recreational therapy, sewing, refresh- 
ment shop and numerous others. The capacity of the 
volunteer services section to supplement and aug- 
ment work of the regular hospital staff is limited only 
by the number and training of volunteers. 

The section maintains application records of all 
volunteers in addition to records of performance. The 
section is responsible for periodic reports covering 
work of the organization and effectiveness of serv- 
ices rendered. 


AUTHORITY: The section is under supervision of 
a DIRECTOR, VOLUNTEER SERVICES, responsible 
to either the ADMINISTRATOR or ASSISTANT AD- 
MINISTRATOR, depending on the organization of 
the hospital. If a program involving utilization of 
volunteers is to have any chance for success, it must 
have support and approval of governing board, and 
fullest cooperation of administration. While the DI- 
RECTOR, VOLUNTEER SERVICES, assigns workers 
to duties and is responsible for their efficiency, indi- 
vidual workers are supervised by those in charge of 
the department to which the volunteer is assigned. 


INTER- AND INTRA-RELATIONSHIPS: Members of 
this section will come in contact with personnel in all 
departments of the hospital. The head of the section 
cooperates with heads of all departments utilizing 
volunteer workers, is accessible to general public and, 
in cooperation with public relations department, con- 
tacts numerous community civic and social groups. If 
there is a women’s auxiliary, the head of the section 
should work closely with this group as a source of 
volunteers and a means of expanding the program. 
The head of the section must keep the ADMINIS- 
TRATOR in close contact with the program since he 
provides a source of continuing encouragement and 
must help prepare the regular hospital staff for use 
of volunteers in order to prevent friction and elimi- 
nate fears of loss of employment. It has also been 
found helpful to organize an advisory committee 
which can render considerable assistance through rec- 
ommendations to head of section. Integration of vol- 
unteer activities and those of regular hospital func- 
tions requires education of regular employees as well 


as volunteers in order for the two groups to work 
together harmoniously. 

Within the section itself, the DIRECTOR, VOL- 
UNTEER SERVICES, must be continuously aware 
of the need for developing and maintaining the in- 
terest and cooperation of the group. Promotion to 
higher level jobs and rotation from routine, repeti- 
tive tasks should be the reward for excellent services. 
Periodic meetings are also helpful to provide oppor- 
tunities for members to express themselves, meet 
socially, and learn of progress of service. 


PHYSICAL FACILITIES AND STAFFING: The sec- 
tion should be provided with an office for the section 
head and dressing and locker room space for the use 
of volunteers. 

The DIRECTOR, VOLUNTEER SERVICES, who 
may be a volunteer or paid employee, should have 
had some previous administrative experience, under- 
stand hospital routine and procedures, and be famil- 
iar with community and its resources in terms of 
sources of volunteers. 

The staff of volunteers may be composed of indi- 
viduals having a range of skills as varied as the 
regular hospital staff. Many of the duties require 
only a minimum of training and can be readily per- 
formed by a person willing to serve. For others, such 
as maintenance and laboratory jobs, volunteers with 
aptitude for learning specific types of jobs requiring 
training and experience must be recruited. The num- 
ber of volunteers will depend on the size of the 
institution, types of services rendered, and number 
of patients treated. Volunteers must be depended on 
to provide a minimum of service each week and to 
approach their duties as conscientiously as they would 
any paid occupation. 


VOLUNTEER SERVICES SECTION 
MANAGEMENT STAFF FUNCTION 
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AS THE CLIMAX of the North Shore Hospi- 
tal Penny Parade, pennies collected at all 
schools in the hospital area were pooled. 
Clarabell, the TV clown, and Jinx Falken- 
burg McCrary are pictured receiving school 
collections and thanking the young donors. 


YEAR AGO the trustees of the 

North Shore Hospital broke 
with tradition. For three years the 
group had been raising money to 
build a community hospital. Their 
approach.to fund raising had been 
the traditional one: An analysis 
had been made and an organization 
set up to bring pressure on indi- 
viduals, usually through neighbors 
acting as solicitors. The effort had 
been well supervised and in con- 
ventional terms was an unqualified 
success. Money had come in stead- 
ily and was still coming in. 

Then came Korea. To understand 
what happened after that, one must 
know something about the section 
the hospital was to serve. Six com- 
munities, predominately upper- 
middle-class suburbs with a total 
population of 110,000, were in- 
volved. The county area was grow- 
ing fast—faster, in fact, than any 
other county in the United States. 
On the surface it appeared easy 
to raise money in such’a well-to- 
do, fast-growing section. 

There were several “jokers” 
hidden to the casual observer. The 
trustees knew the section well and 
realized the rapid growth meant 
that the population was unusually 
young, with little ready cash. All 
the available money had gone into 
new housing. Most of the trustees 
worked in New York City and 
knew that fully 95 per cent of the 
wage earners were daily commut- 
ers to the big city. These were 
men of split interests who earned 
their money in New York, gave 
through their companies to city 
charities, and had little if any 
chance to develop a feeling for the 
communities they visited each eve- 
ning. They knew too that the bulk 
of the local population had recently 
moved into the area from New 
York City and were accustomed to 
think of a metropolitan hospital as 
“their” hospital, even though that 
hospital in most cases was at least 
an hour’s driving distance from the 

Mr. James is director of the North Shore 
Hospital, Great Neck, Long Island, N. Y. 
For another of the North Shore Hospital's 
fund-raising ideas, see Mr. James’ article, 


“Ground Breaking—A Fund-Raising Poten- 
tial,” in Hosprrats for July 1951. 
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Promotions are the key 


to fund-raising success 


EDWARD E. JAMES 


new home. A final complication 
was that an‘important group of 
the wage earners were of the young 
executive class, men who knew that 
if successful in their present jobs, 
a promotion and a transfer to an- 
other city would be forthcoming 
within a year or two. 

Korea created a feeling of urg- 
ency within those responsible for 
the fund-raising campaign. A com- 
munity hospital no longer was 
merely a needed adjunct: Now it 
was vital. Dependence could not be 
placed on metropolitan hospitals. 

If public grasp of the dangerous 
hospital situation had kept pace 
with the trustees, there would have 
been no fund-raising problem. But 


wishful thinking, an obstinate be- 
lief that the emergency was not 
real, that the international situa- 
tion would clear up in a few days, 
prevailed. The public thought it 
would be nice to have a hospital in 
the section, and some even agreed 
that a hospital was a necessity. 
But few felt that it was vital and 
came forward with cash to back 
their sense of urgency. The situa- 
tion was desperate. Even if peo- 
ple had been available, there was 
no time to train solicitors to do the 
difficult selling job required under 
the circumstances. The obvious ob- 
stacle to fund-raising success was 
public indifference. 


The break with tradition came 
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when Tex McCrary, a young New 
York newspaper columnist and ra- 
dio and television editor-commen- 
tator, was asked if he, as a hospital 
trustee, would accept personal re- 
sponsibility for the fund-raising 
campaign. Mr. McCrary reasoned 
that the drive could succeed quick- 
ly if the basic pressure to give came 
from within the individual. “A man 
must not feel that he has been 
‘sold’ the hospital. He must not just 
be willing to give. Our men must 
have a feeling of compulsion where 
giving to the hospital is concerned. 
What we must do is make the hos- 
pital the symbol of the conscience 
of the community.” No one ques- 
tioned the logic of the approach or 
Tex’s sincerity. Few believed, 
however, that a promotional cam- 
paign to create pressure to give 
within each donor, rather than 
pressure from without, could suc- 
ceed in raising funds for North 
Shore Hospital. 

With the target six communities, 
whatever was done had to be on a 
grand scale. The job of creating 
awareness of the role of the hospi- 
tal, of indirectly pointing up the 
urgency of creatirig a hospital, be- 
came a series of promotions. A pro- 
motion, whether of soap or an ab- 
straction, is a pre-sales technique 
that focuses public attention on the 


object for which public acceptance 
is desired. Promotions are work 
savers in that a few people can do 
a mass sales job which, if done on 
an individual basis, would require 
a great many people. In this situa- 
tion, the objective was to put across 
the concept that if a hospital was 
desired it had to be sfipported. 


SELECTING PROMOTIONS 


Promotions galore became the or- 
der of the day. An endless variety 
and number would have been pos- 
sible, but expenses had to be held 
down to save money for hospital 
construction and to inspire confi- 
dence in the campaign manage- 
ment. All possible promotions were 
analyzed, and only a few appropri- 
ate ones were selected. 

In this connection, an important 
policy was made: Whenever enter- 
tainment was offered for the bene- 
fit of the hospital fund, it was to be 
of such quality that no one could 
feel the price of admission had 
bought off his obligation to the hos- 
pital. Benefit shows could be held, 
but audiences were not to feel they 
had suffered for a worthy cause. 

The first big promotion was a 
publicity campaign to develop 
awareness of the hospital drive for 
funds. Devices designed to reach 
everyone were used: Newspaper 





THREE CHILDREN from a school in the hospital area show the model hospital they have 
built with the gifts of friends to the Penny Parade, conducted by North Shore Hospital. 
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stories, at times as many as three 
on the front page of a single paper; 
radio spot announcements; posters 
in store windows and on bulletin 
boards; handbills distributed at 
railroad stations and busy intersec- 
tions; cards attached to bumpers 
of parked cars; advertisements on 
billboards, television announce- 
ments and dramatizations; direct 
mail announcements; distribution 
of literature to children in public 
and church schools. 

Auto caravans, lines of cars with 
lights blazing and horns tooting, 
were held simultaneously in each 
community. An advertising blimp 
flashed out a message about the 
hospital while circling the section 
at night. Paper bags bearing a 
printed hospital message were pro- 
vided all stores for use on a certain 
day. Practically every publicity 
and saturation device known was 
employed in some form. 


EFFECT OF PUBLICITY 


The publicity campaign was de- 
liberately overdone. It was rea- 
soned that nothing could establish 
public confidence in the trustees’ 
ability to do things right better 
than initial exposure to a success- 
ful campaign for which the trustees 
were responsible. Some within the 
hospital area may have _ lived 
through this promotion without 
learning about the hospital, but 
thousands of others, dozens of times 
each day, heard, saw, or read 
North Shore Hospital material. In 
all that material the six communi- 
ties were given equal attention, to 
stimulate community and _ inter- 
community consciousness in the 
most important element of the pop- 
ulation, the commuter group. 

The publicity campaign was emi- 
nently successful. The attention it 
created resulted in a congratula- 
tory editorial in the New York 
Herald-Tribune, in which the trus- 
tees responsible for the project 
were commended and the hospital 
referred to as already “the most 
publicized hospital in America.” 

Second on the _ fund - raising 
schedule was a Star Night held at 
the peak of the publicity campaign. 
Actually an enormous benefit show, 
the event was staged at a near-by 
race track. Performers of radio, 
theater and movies, along with ce- 
lebrities from all branches of life, 
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made brief appearances. For weeks 
Broadway columnists carried sto- 
ries spotted by agents of the invited 
stars, nationally broadcast radio 
programs mentioned the big show, 
and other publicity was given the 
event. 


AN ENTERTAINING BENEFIT 


Nearly 11,000 attended despite 
unseasonably cold weather and en- 
joyed themselves so thoroughly 
that few left until the four-hour 
program ended. Use of the track 
and its facilities was donated; a 
volunteer group provided transpor- 
tation for the big-name people at- 
tending and all other expenses 
were held at a minimum. The cam- 
paign chairman’s theory was that 
nothing succeeds like success, and 
the primary objective of the event 
was to reinforce public confidence 
in the ability of the hospital group 
to follow through on programs it 
attempted. In addition to being a 
successful promotion, the Star 
Night cleared nearly $10,000. 

Third promotion was the role of 
the hospital in the community. Hu- 
man interest aspects were heavily 
played up. Clergymen of all faiths 
presented sermons about the influ- 
ence on family life of the hospital. 
Sermonettes, 30-second spot an- 
nouncements by clergymen, were 
broadcast on local radio stations 
and stressed the same point. Per- 
sonal stories of how a hospital had 
affected their families were re- 
vealed by interested persons after 
hearing the clergy speak. These 
were written up and recorded for 
use throughout the fall. During this 
stage the danger of not having a 
hospital to turn to in an emergency 
was dramatically and forcefully 
brought home in terms no one, es- 
pecially a young parent, could mis- 
understand. 

The next promotion, the fourth, 
had more long-range than imme- 
diate significance. Called the Pen- 
ny Parade, it was designed to ac- 
quaint even the youngest child in 
community schools with the con- 
cept of a hospital and its service. 
Each day pupils brought pennies 
to their classrooms and put them 
into bottles until the end of the 
week. At an assembly, the pennies 
then were poured into a single huge 
jar containing collections from the 
entire school. Classroom projects 
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included discussion of what a hos- 
pital does, construction of a hospi- 
tal building with pennies, and vis- 
iting a near-by hospital. Teachers 
were given source material, and 
throughout the Penny Parade 
school cooperation was magnificent. 

Focal point of the Penny Parade 
was a procession by school children 
at which all school collections were 
pooled. Features included a song 
written especially for the primary 
grades by Singer Perry Como and 
a movie showing Perry singing the 
song with a group of school chil- 
dren. The song was distributed in 
all schools. On the back of the mu- 
sic were facts about the hospital 
prepared for adult readers. The 
movie was run in every theater in 
the vicinity the week the Penny 
Parade ended. An unusual promo- 
tional device, the Penny Parade at- 
tracted attention throughout the 
blasé metropolitan area. In all, 
250,000 pennies were collected— 
enough to fill a light truck. 

Next came a Thanksgiving Ball 
held only to provide a good time 
for all who wished to attend. The 
ball was a great success despite a 
hurricane that caused postpone- 
ment for a day. Auxiliary gener- 
ators had to be installed at the hall 
because of an area-wide power 
failure, and many who attended 
cleared fallen trees from side 
streets and driveways before they 
could use their cars. The event 
brought together people from the 
six communities and established 
new friendships on the basis of one 
common interest, the North Shore 
Hospital. 


DISASTER SERVICE 


Last of the big promotions was 
keyed to the stand-by nature of a 
hospital in times of disaster or 
large-scale emergency. The superb 
handling by the Perth Amboy (N. 
J.) General Hospital of South Am- 
boy explosion victims and Wood- 
bridge railroad accident victims* 
was repeatedly publicized. Refer- 
ences were made to the possibilities 
of atomic attack and of more 
wrecks on the Long Island Rail- 





*For details of the role played by Perth 
Amboy General Hospital in the May 1950 
dock explosion, see ‘“‘When Disaster Struck 
—We Were Prepared,” by Anthony W. 
Eckert and David T. Riddell, Hosprrats, 
September 1950. For a report on the same 
hospital’s handling of the February 1951 
railroad disaster, see ‘Disaster Prepara- 
tion—A Prayer or a Plan,” by the same 
authors, in Hosprrats, April 1951. 


road (used by most of the com- 


muters). 

A promotion of basically un- 
pleasant nature, it nonetheless 
caused the public to face facts. By 
stressing the Perth Amboy Gen- 
eral Hospital’s performance the 
committee tried to avoid the accu- 
sation that the hospital fund was 
attempting to “scare” the public 
into giving. If a scare approach had 
been desired it easily could have 
been developed, for during 1950 
alone 120 persons died and 300 
were injured in near-by railroad 
accidents. 


SOLICITATION 


The value of promotions can be 
measured only in terms of the re- 
sults they achieve. During the fall 
of 1950 a house-to-house solicita- 
tion was held. Organized at the 
last minute because of unavoidable 
changes in the campaign headquar- 
ters staff, the solicitation featured 
more enthusiasm than careful anal- 
ysis of prospects. A desire to avoid 
entanglement with other fund 
drives that had been planned for 
many months brought the solicita- 
tion to an end sooner than other- - 
wise would have been the case. 
Yet, with contacts. limited in most 
cases to a single semi-social call by 
a neighbor acting as solicitor, the 
solicitation produced pledges to- 
taling $750,000. Fourteen thousand 
families contributed, and no spec- 
tacularly large gift to distort the 
gift average was received. 

Overhead expense for the entire 
promotion campaign averaged only 
five per cent of receipts. That the 
tremendous response to solicitation 
was the result of the promotions 
was indicated by the large number 
of checks received afterward from 
people who had never been con- 
tacted. 

The North Shore Hospital expe- 
rience proves that time-honored 
techniques are not necessarily the 
answer to all fund-raising situa- 
tions. The experience of a single 
pioneering group cannot be regard- 
ed as conclusive, but it has pointed 
the way to a totally new approach 
to fund raising. Modified to meet 
other local situations, campaigns 
based on promotions that make 
people want to give can be as suc- 
cessfully employed in other parts 


of the country. 
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A SMALL HOSPITAL FINDS ECONOMY IN 


A system of control and billing 


for the drug store pharmacy 


use the facilities of the local 
drug store’s prescription depart- 
ment instead of hiring a fulltime 
pharmacist. Such hospitals must 
develop a workable system with 
the store to assure satisfactory con- 
trol and billing. 

Putnam County Hospital (50 
beds) has solved. the problem with 
a system that has proved success- 
ful for the last three years. This 
system, which transfers a large 
portion of the responsibilities of a 
hospital pharmacy department to 
a local drug store, requires close 
coordination between the person- 
nel of the hospital and the store. 

First of all, the hospital has de- 
veloped a thoroughly coordinated 
system of purchasing, storage and 
distribution of those drugs kept in 
the stock room. 

All essential standard prepara- 
tions, as well as emergency drugs, 


M ANY SMALL HOSPITALS must 





Mr. Mauzy is business manager of Put- 
nam County Hospital, Greencastle, Ind. 


W. L. MAUZY 


are purchased by the hospital di- 
rectly from wholesalers and man- 
ufacturers and are dated and 
stocked as they are received in the 
stock room. A pharmacy commit- 
tee, consisting of members of the 
medical staff, selects the list of 
drugs as those most commonly 
used and most necessary for im- 
mediate use. This list appears in 
the hospital stock catalog, which is 
available to all doctors and nurses. 

When a doctor needs a drug not 
listed in the hospital stock catalog, 
he prepares a prescription to be 
sent to the local drug store and 
files it at a nurses’ station. Each 
morning, after doctors have com- 
pleted rounds, these prescriptions 
are forwarded to the drug store for 
compounding. Emergency prescrip- 
tions are telephoned to the store 
as soon as written and are deliver- 
ed at once. 


The drug store is provided with 
a book of triplicate prenumbered 
charge slips similar to the charge 
slips used by the various depart- 
ments of the hospital. Each pa- 
tient’s prescription is charged at 
retail price on a separate slip. The 
original copy of the charge slip 
is attached to the prescription con- 
tainer and forwarded to the hospi- 
tal. Upon arrival, the charge slip 
is removed, the number checked 
off a charge slip control sheet set 
up for the drug store, and the 
charge for the prescription entered 
on the patient’s ledger sheet. 


MONTHLY STATEMENT 


At the end of the month a state- 
ment, together with the second 
copy of each prescription charge 
slip, is submitted to the hospital 
by the drug store. The third copy 
of the charge slip is kept by the 





CHESTER COAN (left), part-time pharmacist at Putnam County 
Hospital, discusses the drug supply in the central store room with 
W. L. Mauzy, business manager. A pharmacy committee, composed 
of staff doctors, decides which drugs are to be kept on hand. 
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THE ORDERLY arrangement of drugs in one of the nursing units 
is the work of Mr. Coan, who issues drugs from the central stock 
room. He labels all bottles, selected for uniformity and volume, 
and makes routine checks to see that drug regulations are obeyed. 
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store. A small discount on pre- 
scriptions is given to the hospital 
to cover administrative costs and 
bad debts. 

Considering the rapid turnover 
of pharmaceuticals in the hospital 
and its effect upon inventory con- 
trol, the economy of this system is 
apparent. It does away with the 
necessity of a large and varied 
stock of drugs needed by a private 
pharmacy to meet the demands of 
private physicians. The hospital’s 
investment in drug. inventory, 
therefore, is confined to several 
hundred frequently used pharma- 
ceuticals, occupying a minimum of 
valuable space in the stock room. 


PART-TIME PHARMACIST 


A pharmacist furnished by the 
drug store once a week distributes 
tablets, capsules and liquids to the 
various nursing units from hospi- 
tal stock bottles. The type and 
size of bottles used in the nursing 
units provide uniform appearance 
as well as proportionate volume in 
accordance with the average ex- 
pected use of the drug. All labels 
for the bottles are prepared by the 
pharmacist to insure against care- 
lessness or improper use. _ 

The pharmacist advises the hos- 
pital personnel on proper storage 
conditions for the various drugs. 
He makes routine inspections of all 
pharmaceutical supplies on all ser- 
vices to make sure that regulations 
governing the handling of danger- 
ous drugs are being followed. This 
constant vigilance also provides 
economies by speeding the return 
of outdated or slow-moving items 
to the manufacturer for credit. 


RULES AND REGULATIONS 


The pharmacist provided and 
posted a written set of rules and 
regulations pertaining to the ad- 
ministrative policies of the phar- 
maceutical service and a _ photo- 
static copy of his registration cer- 
tificate. The hospital pays a nom- 
inal fee for his aid. 

We believe that our system of- 
fers competent, safe and efficient 
pharmacy service to our patients, 
doctors and nurses, and that it has 
materially reduced the medication 
cost per patient day for the hospi- 
tal. Since we do not have a phar- 
macy of our own, we believe we 
have found an excellent substitute. 
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THE TEST OF TIME 


A library for patients proves 


FTER 18 YEARS OF service, the 

patients’ library of Methodist 

Hospital, Indianapolis, is still prov- 
ing its worth. 

The library was first organized 
as a volunteer project of the White 
Cross Guild. The original collec- 
tion was procured through book 
showers. Later the guild appropri- 
ated a fund for new books and the 
hospital hired a librarian. 

The lhbrary, which is for the 
staff and employees as well as for 
the patients, consists of about 2,200 
books. We visit the floors twice 
each week, making an average of 
115 calls daily, and circulate books 
and magazines to about 41 per cent 
of the 425 potential patrons. 

Most of our literature is light- 
weight, simply written, and free 
from morbidity and vivid descrip- 
tions of horrors. To meet the need 
for even lighter materials, we make 
scrapbooks with pictures clipped 
from magazines. 

Our hospital library tries to pro- 
vide the patients with their favorite 
reading materials. Housewives 
read professional books, as well as 
those on interior decoration, house- 
hold management, cookery, needle- 
work and gardening. Men seem to 
like books on hobbies and recrea- 
tion. 

Sometimes we learn of a specific 
interest of a difficult patient. Mrs. 
S was always sitting in her wheel- 
chair in the hall when we visited 
because her roommates annoyed 
her. She didn’t like our books and 
her criticism was most dishearten- 
ing. One day she asked for a copy 
of McCall’s magazine. When we 
took her our most recent issue she 
said, “You know, I sew, and when 
I make a dress, Raymond Cooper 
could sell it for $75.” After that, 
we tried to keep her supplied with 
the latest pattern leaflets. We sus- 
pect that her roommates also bene- 
fited. 

One patient actively disbelieved 
in reading. He answered our first 
offer of library service by saying, 


its worth 


“Sister, I don’t read. When I see a 
guy with his nose in a book, I 
want to go up to him and say, ‘Say, 
Bud, why don’t you do something 
constructive?’ ”’ 

If we succeed in giving a patient 
the right book on the first visit, he 
looks forward to the second one, 
and is anxious to tell us how much 
he enjoyed the book or of the help 
he got from it. One woman found 
the answer to a needlepoint prob- 
lem in our Good Housekeeping 
Needlecraft Encyclopedia. Another 
patient was so inspired by Russell 
Dick’s Comfort Ye, My People that 
he asked to read selections from it 
to the other patients at sunday 
school held each week in the hos- 
pital chapel. A young woman se- 
lected two plans for small houses 
from Five Star Homes. 

When we cannot buy or make 
materials needed to satisfy a spe- 
cific interest, we call upon local 
business organizations. One of our 
emotionally disturbed patients, 
who had been a farmer, seemed to 
dream of returning to the farm. 
He was unable to read, so we called 
a manufacturer of farm equipment 
and asked for any advertising 
materials with colored pictures of 
farm implements. A representative 
came in to explain that the com- 
pany had none, but he brought 
the company’s only catalog for the 
patient’s use. 

In addition to our books, maga- 
zines, pamphlets and scrapbooks, 
we have book projectors and view 
masters. We also have special jig- 
saw puzzles with a small number 
of large pieces for patients with 
arthritic hands and for older peo- 
ple who cannot concentrate long. 

Our daily contact with patients 
presents new needs and suggests 
additional services to bring at least 
momentary forgetfulness. — RUTH 
FEDDE, librarian of Methodist Hos- 
pital in Indianapolis. 











Administrators, department heads, key per- 


sonnel—all in the hospital who write—can 
profit from Rudolph Flesch’s research in 


the field of simplified, readable writing. 


Are you communicating ? 


LYNN C. WIMMER 


OSPITAL ADMINISTRATORS, de- 
H partment heads and other 
key personnel who write informal 
memos, directives, bulletins and 
newsletters at the hospital and 
contribute to professional journals 
in the field can benefit from Ru- 
dolph Flesch’s research in the area 
of readable writing. 

Mr. Flesch’s thesis — “write as 
you talk,” he says—can be found 
in four of his books that are avail- 
able as a membership service 
through the library of the Ameri- 
can Hospital Association, These 
books, “The Art of Plain Talk,” 
“The Way To Write,” “The Art of 
Readable Writing,” and his most 
recent, “How To Test Readability,” 
also may be borrowed from most 
community libraries. 

In refining a scientific formula 
evolved by psychologists in the 
early twenties for the grading and 
writing of children’s textbooks, 
Mr. Flesch developed a method for 
achieving plain, understandable 
prose. 


BASIC RECOMMENDATIONS 


How can you “write as .you 
talk”? Mr. Flesch makes these 
three basic recommendations: (1) 
Use simple language, quickly rec- 
ognizable words; (2) use short 
sentences, and (3) use many per- 
sonal pronouns. 

Readable writing is further ac- 
complished, Mr. Flesch believes, by 
avoiding irony, rhythm, rhetorical 
sentences, abstract words and by 
introducing “human interest” into 
prose whenever possible. 

To determine how well this ob- 
jective is being fulfilled, Mr. Flesch 
provides some yardsticks. One is 


_Mr. Wimmer is assistant director of pub- 
lic relations of the American Hospital 
Association. 
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based upon syllable and sentence 
count per 100 words and measures 
the “reading ease” of the writing. 
Another formula measures “human 
interest” and is based upon the 
number of “‘personal’’ references in 
sentences. 


By applying Mr. Flesch’s meas- 
uring formula to the writing at 
your hospital, you can find out how 
understandable it is to your read- 
ers, 


AMERICAN PROSE AFFECTED 


Since these readable writing 
formulas were published by Mr. 
Flesch, there has been a renais- 
sance of interest in better com- 
munication among business. firms 
everywhere. Hundreds of organ- 
izations carefully examine all of 
the writing that leaves the office 
under the company letterhead to 
make certain that it is understand- 
able, that correspondence really 
communicates. 

The publication of Mr. Flesch’s 
initial work in this field of ‘‘prose 
engineering” also saw the mush- 
rooming of scores of “readability 
experts” with little qualification. 
Although aspects of Mr. Flesch’s 
thesis have been challenged, par- 
ticularly by those persons and pub- 
lications* sensitive to the beauty 
of English and resentful of the 
“writing down” of the language 
required in observing Flesch’s 
techniques, the consensus is that 
he has played a tremendous role 
in improving the communication 
value of much American prose. 





*In a “Talk of the Town” item on Mr. 
Flesch’s simplified writing. the New Yorker 
magazine wrote, ‘“‘The movies long ago de- 
cided that wider communication could be 
achieved by a deliberate descent to a lower 
leveF and they walked proudly down until 
they reached the cellar. Now they are 
groping for a light switch, hoping to find 
the way out.” 










RUDOLPH..FLESCH 


In an article, “The Language of 


Business,’’ Fortune magazine 
wrote, “. . . the ‘plain talk’ move- 
ment...in only four years... has 


already produced a measurable ef- 
fect upon the English of business 
and, if it continues to thrive, it will 
have a profound effect not only on 
the English of business but on the 
English of advertising, journalism 
and literature as well.” 

To find out the degree of com- 
munication in the written words at 
your hospital, test them against the 
Flesch yardstick found in consid- 
erable detail in “The Art of Plain 
Talk” and “The Art of Readable 
Writing.’’ You’ll learn exactly 
where your writing rates in a scale 
between “Very Easy’? and “Very 
Difficult.””’ Check all hospital 
memos, directives, bulletins and 
correspondence to make sure that 
the writing is readable. If it isn’t, 
change it. If it is, you’ll know that 
you are communicating. 

This article, incidentally, rates a 
“Very Difficult” which is par on 
the Flesch formula for scientific 
journals read by those with high 
school or college educations but 
who constitute only 24 per cent 
of the population. 





ORIGINAL draft ef the pre- 
face to the manual "Planning 
Your Hospital Convention" was 
very wordy. In final editing 
the wordiness was cut. The re- 
sult of applying some of the 
Flesch. formula for readability 
can be seen in the two illus- 
trations on the next page. 
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THIS MANUAL has been prepared as 
an aid to those associations which 
present conventions for their mem- 
bers and friends in the allied hospital 
field. It outlines the major areas that 
require special attention if the con- 
vention is to be a success. Further- 
more, it suggests techniques by which 
associations can obtain the maximum 
effectiveness from their meetings— 
for the members, visitors, guests, ex- 
hibitors and the association itself. 

Presenting an association conven- 
tion is no small task. It requires con- 
siderable hard work and entails an 
enormous amount of planning. Fre- 
quently, the success of a meeting will 
depend upon the extent to which de- 
tails have been observed. For exam- 
ple, if no one assumes the responsi- 
bility for checking the microphone 
and it fails to work properly, the 
message of a dynamic guest may be 
lost. Vigilant supervision of details, 
then, is of utmost importance and, as 
such, is repeatedly emphasized in the 
following chapters of the manual. 

We have tried to review every sig- 
nificant aspect of successful conven- 
tion planning. For some hospital as- 
sociations, this booklet may contain a 
cumulation of details of seemingly in- 
surmountable proportions. We urge 
you not to be distressed by this fact. 
Everything in this booklet should be 
familiar to you. Whether or not you 
want to plan your own convention 
with comparable thoroughness de- 
pends on the size of your member- 
ship, the comprehensiveness of your 
program and many other things. 

The secret of a successful conven- 
tion lies in judicious planning. This, 
coupled with scrupulous supervision 
and fastidious attention to detail, will 


BEFORE 


insure an effective meeting. Of course, 
you,can’t be blamed if the guest 
speaker proves incompetent or if the 
panel discussions bog down through 
the inability of its members to con- 
tribute original, stimulating thought 
to the subject under consideration. 
Such things are beyond your control. 
A skillfully managed convention, 
however, will do a lot to help you 
alleviate any disgruntlement that may 
arise from some disappointments that 
occur at the best-intentioned of meet- 
ings. 

All conventions, large and small, 
are composed of certain basic ele- 
ments. For example, both require 
speakers, a printed program, advance 
publicity and hotel accommodations, 
to name just a few of the more ob- 
vious needs. It is only in the degree 
and manner in which these things are 
done that there is any notable dis- 
tinction between conventions. For that 
reason, there should be something of 
value to every state hospital associa- 
tion in these pages. 

There are, in this manual, a sub- 
stantial number of recommendations, 
for procedures that are expensive. 
For some hospital associations they 
may seem unduly costly. This much 
should be said: Ingenuity will often 
furnish substitute measures that will 
prove inexpensive and equally effec- 
tive. For example, good amateur en- 
tertainment rather than professional 
talent or smart mimeographing rather 
than letterpress printing are two ways 
in which costs can be reduced. There 
are many other ways that will un- 
doubtedly occur to you as you study 
this booklet. 

In trying to cover every aspect of 
convention presentation, this manual 





Cc 


PRESENTING a hospital association 
convention is no small task. It re- 
quires considerable hard work. And 
it takes a lot of planning. Details are 
important, too. Little things, like 
checking the mike or adjusting the 
lights can be as important as obtain- 
ing good speakers. We’ve reviewed 
all of these important areas of con- 
vention planning in this manual and 
it covers a lot of ground. 

All conventions, large and small, 
have certain things in common. Both 
types require speakers, for example. 
They both need programs, too. And 
both should have some kind of pub- 
licity. It’s really only the extent to 
which these things are done that 
makes the difference between con- 
ventions. 

If you’re concerned about expenses 
—and who isn’t?—we’'ll say this: In- 
genuity will save you money. And 
there are plenty of ways to be in- 
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has, of necessity, spread itself rather 
thin in sections. Much more could be 
explained about public relations, for 
example. It would be possible also to 
write at considerably greater length 
on the important subject of discus- 
sion techniques. There are, however, 
many books on these topics. The 
booklet has attempted merely to point 
out the significance of these various 
areas, believing that astute hospital 
associations will take the initiative to 
investigate for themselves the refine- 
ments of many of these highly spe- 
cialized areas. 

Remember, if you plan your con- 
vention carefully, choose your speak- 
ers discriminately, select your chair- 
man and committee members wisely, 
delegate responsibility broadly, super- 
vise every activity scrupulously, uti- 
lize available outside help extensively 
and promote the event ambitiously, 
you’ll be assured of a successful meet- 
ing. 

How to do these important things 
will be found in the following pages 
of this manual. 

The Council on Association Rela- 
tions, under whose supervision this 
manual was prepared, is particularly 
indebted to A. F. Branton, M.D., pres- 
ident-elect of the Tennessee Hospital 
Association and administrator of the 
Baroness Erlanger Hospital in Chat- 
tanooga, Tenn., for his thoughtful 
suggestions and willing assistance in 
the preparation of this manuscript. 

This manual has been prepared to 
help you present your convention. It 
explores the major areas in which 
most conventions succeed or fail. It 
also suggests various techniques to 
insure the success of your conven- 
tion. 
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genious at a convention. For instance, 
you can feature amateur entertain- 
ment instead of professionals. Or you 
can mimeograph your program in- 
stead of having it printed in a com- 
mercial shop. You’ll undoubtedly 
think of a lot of other economies as 
you read this manual that you can 
effect at your own convention. 

In trying to cover every phase of 
convention planning, this manual has, 
of necessity, spread itself rather thin 
in sections. Take public relations, for 
a good ¢ase in point. A lot more could 
be written about it. That’s also true 
of discussion techniques. And the sub- 
ject of printing the program. Actually, 
it’s not possible in this manual to cov- 
er each of these topics in great detail. 
We tried, though, to hit all of the high 
points. 

Briefly, the well-planned conven- 
tion program requires: (1) Good 
speakers, (2) smart chairmen, (3) su- 
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pervised events, (4) outside assist- 
ance, (5) attention to details, and 
(6) effective promotion. 

Ways to attain these things are out- 
lined in the following pages of this 
manual. 

The Council on Association Rela- 
tions, under whose supervision this 
guide was prepared, is particularly 
indebted to A. F. Branton, M.D:, for 
his thoughtful suggestions and willing 
assistance in the preparation of the 
manuscript. Dr. Branton is president- 
elect: of the Tennessee Hospital Asso- 
ciation and administrator of the Bar- 
oness Erlanger Hospital in Chatta- 
nooga. 

The manuscript was reviewed and 
approved by the Membership Com- 
mittee of the American Hospital As- 
sociation. Celeste K. Kemler, R.N., 
administrator, Valley View Hospital, 
Ada, Okla., assisted in the prepara- 
tion of the manuscript. 
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Memorandum to disaster planners... 


Have you thought of these? 


EVERAL ADMIRABLE articles on 

disaster planning and experi- 
ences have appeared in the hospi- 
tal journals during the past two 
years.* They have told of intelli- 
gent preparation of individual hos- 
pitals for disaster, and of the suc- 
cess of those plans when the emer- 
gency struck. 

Now we are faced with the prob- 
ability of community-wide catas- 
trophe by enemy action. Experi- 
ence in several wide-spread dis- 
asters, both in peace and war, has 
taught me the importance of sev- 
eral details which have not re- 
ceived the attention they merit. 

The old story of the man who 
lost his mule suggests a good ap- 
proach for planning. When the 
neighbors asked him how he found 
his mule so quickly, he replied, “I 
just figured where I would go if 
I was a mule. I went there, and 
there he was.” In planning we ask 
ourselves, ‘““‘What would we do, if 
we were the enemy, to cause the 
greatest disruption of the commu- 
nity?” Then we plan for that. 

What hour will the attack occur? 
The enemy will give careful 
thought to this, just as it was 
done at Pearl Harbor. Shelling 
from the sea or bombing from the 
air might be most effective when 
the greatest number of people 
were concentrated in offices and 
factories. The atom bomb, which 
has definite limitations, might be 
used to better advantage at a time 
when the greatest number of 
workers were in the streets, on 
their way to or from work. Study 
of this point will quickly bring 
the realization that many of the 
medical staff. and other workers 





Dr. Johnson, until his retirement in No- 
vember 1950, was field representative for 
me American College of Surgeons, San 

iego. 


*See ‘‘When Disaster Struck ... We 
Were Prepared,” Hospitats, . September 
1950, and “Disaster Preparation—A Prayer 
or a Plan,” Hosprrauts, April 1951. 
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who are assigned duties in the hos- 
pital will never be able to get 
there. Assignment of alternates for 
each job merits careful study. 

It is difficult to conceive of trans- 
portation problems as serious as 
those that will probably arise. 
Large numbers of vehicles will be 
destroyed and roads will be jam- 
med with rubble. 

Since promiscuous pollution is 
natural to the human animal, and 
since water is vital to the life of 
the community, the enemy or the 
saboteurs in our midst will not fail 
to plan to interrupt the supply. 
Provision of emergency latrines 
for patients and workers in the 
hospital should have a prominent 
place in planning. 

Thrilling “whodunits” stress the 
difficulty of disposing of a single 
corpse. Once, in a civil community, 
I had 2,000 corpses to dispose of, 
besides the carcasses of countless 
domestic animals. Nobody who 
hasn’t had it to do can imagine the 
herculean nature of such a task. 
Burial areas should be selected 
near the hospital, and bulldozers 
tagged for digging trenches. A 
great number of dead and dying 
will be brought to the hospital. 
Plenty of space will be needed for 
identifying, recording, storing and 
burial. 


IMPORTANCE OF SCREENING 


Screening of patients brought to 
the hospital will be most impor- 
tant. If this is not carefully done, 
the whole effort of the hospital 
may bog down. This essential duty 
should be in the hands of the elder 
physicians and surgeons, men of 
great experience, excellent judg- 
ment, and whose decisions will be 
respected. The lightly wounded, 





the hopeless cases, the hysterical 
and anxious relatives must be rig- 
idly excluded, or they will clog all 
traffic and impede the work of all 
hands. Only those in urgent need 
should be admitted. 

The screening area is where 
most of the ugly rumors about bru- 
tality and inefficiency in care of 
the patients will originate. Such 
rumors are an extremely effective 
form of sabotage, and will not be 
neglected by enemy agents. It sug- 
gests that public relations work 
should be centered here. Good re- 
lations with press and public help 
to reduce panic. 

Experience teaches that volun- 
teer workers are reliable for only 
about 48 hours. By that time the 
personal and family problems of 
the individual seem more impor- 
tant than the need of the public. It 
is well to plan to pay the prevail- 
ing wages to all workers by then. 

Other details learned by experi- 
ence are these: Fountain pens are 
always dry when disaster strikes. 
Trembling fingers quickly break 
pencil points. Crayons like those 
used for marking crates will last 
longer. The spaces provided on 
identification tags and other forms 
are too small for legible writing 
by any except the steadiest hands, 
and nobody has steady hands when 
working under pressure of emer- 
gency. In 50 per cent of cases, those 
who provide lanterns for emer- 
gency use fail to keep them filled. 
Matches stored for such use are too 
damp to strike when the time 
comes, or else they are broken by 
unsteady hands. Pocket lighters re- 
fuse to work when most needed. 

While visiting hospitals in this 
area for counseling about their 
disaster plans, I have sometimes 
found that the medical staffs were 
busily planing their clinical work 
without including the administra- 
tor. A study of the procedures 
listed for existing hospitals in 
“Health Services and _ Special 
Weapons Defense,” the official 
manual, will show that eight out 
of 10 of them are the obligations 
of the administrator. It cannot be 
too strongly emphasized that, un- 
less the administration is well or- 
ganized to mesh with the clinical 
department, the physicians will 
never have a chance to do their 
best work. 
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Improving laundry production 


through better plant layout 


ARTHUR F. HORNICKEL 


HE HOSPITAL laundry has many 

features in common with a 
mass-production assembly line. It 
involves labor, raw materials and 
machines combined to turn out a 
uniform kind of product in uni- 
form quantities. The kinds and 
amounts of work can be anticipated 
to the extent that careful plans 
can be made and followed through 
to produce the most efficient work- 
ing system. 

These features allow for the kind 
of precise thinking that accom- 
panies assembly-line production, 
where each motion, however small, 
becomes important because it is re- 
peated so many times. Basic to the 
evolution of such efficiency is the 
placement of the various parts of 
the production system, or the laun- 
dry layout. 


SPACE INVENTORY 


Before taking up the actual lay- 
out, several questions must be 
asked and answered. These ques- 
tions involve space—its availabil- 
ity and location. 

Availability: Is sufficient space 
available? Approximately 15 square 
feet of laundry area is required for 
each hospital bed. For example, a 
100-bed hospital requires about 
1,500 square feet for the laundry, 
including space for clean and soiled 
linen rooms. Where rooms for clean 
and soiled linens are already pro- 
vided, a figure of approximately 12 
square feet per bed can be used. 

Location: Where is the required 
“Mr. Hornickel is laundry manager and 
housekeeping director at Roosevelt Hospi- 
tal, New York City. He also served two 
terms as president of the Metropolitan 
Institutional Laundry Managers Associa- 
tion of New York City and is now first vice 


president of the National Association of 
Institutional Laundry Managers. 
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space available? Is space available 
on one floor (the desirable arrange- 
ment) or over two floors? Is space 
available in one room, two rooms, 
or three rooms? Three rooms are 
ideal—one for soiled linens, one for 
actual laundry processing and one 
for clean linens. Will it be neces- 
sary to erect an addition or an en- 
tirely new building to provide the 
required space? 

The site of the laundry should be 
as close as possible to the boiler 
room, water supply, electric sup- 
ply and sewerage, and it should be 
adjacent to facilities for receiving 
soiled linens and delivering clean 
linens. The following check list can 
be used to determine if availability 
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A worthy chore 


Too often, the arrangement of 
equipment in a hospital laundry 
is a thing, that, like Topsy, ‘just 
grew.” With passage of time, 
sensible placement of parts be- 
comes a chore that doesn’t seem 
to be worth the trouble, espe- 
cially after long standing errors 
have become tolerable through 
familiarity. 

Time and time again, how- 
ever, it has been demonstrated 
that in a repetitive-type manu- 
facturing process, layout is the 
key to efficiency even though 
the rearrangement of heavy ma- 
chinery may seem expensive. 

Mr. Hornickel’s article spells 
out in gratifying detail just how 
to go about improving the laun- 
dry production line, and is the 
second contribution that has 
been prepared for HosPITALs by 
officers of the National Associ- 
ation of Institutional Laundry 
Managers.—THE EDITORS. 











of services required for operation 
of the laundry is adequate: 

1. Electricity for operating ma- 
chines. 

2. High pressure steam for heat- 
ing. 

3. Hot water for washing. 

4. Cold water for rinsing. 

5. Compressed air for operating 
machines. 

6. Gas for heating. 

7. Ample sewerage. 

8. Employee facilities (toilets, 
showers, locker rooms and man- 
ager’s office). 

9. Storage space for supplies. 


PLANT LAYOUT 


The overall objective of layout 
planning is to get the right equip- 
ment, to use the right methods in 
the right place, and to process the 
work in the most effective manner 
through the shortest distance in the 
shortest possible time. 

Plant layout is one phase of the 
broader science of motion study. 
The objective of motion study and 
therefore of plant layout is to find 
the one best way of doing a job. 
The one best way is always the 
method of: least waste. 

In a layout study, the entire 
plant is first considered as a single 
operation; the one best way then 
becomes the layout that requires 
the minimum amount of handling 
and transportation of the work, to- 
gether with the most efficient use 
of available floor area. 

In addition to these broad ob- 
jectives, a layout study has a num- 
ber of corollary objectives. A good 
layout should provide definite lines 
of travel for the work; should re- 
quire a minimum amount of labor 
in processing, and should make 
easy and efficient supervision pos- 
sible. 


WHERE TO BEGIN 


The usual approach to a layout 
problem is to make a scale draw- 
ing of the available floor area, 
make scale templates representing 
the existing machinery and any 
new equipment which is planned, 
and start moving the templates 
around on the floor plan in search 
of the best possible arrangement. 
This is certainly an important step 
in layout planning, but it should 
be preceded by a number of other 
steps. From the very start, three 
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major questions are to be answered: 

1. What services or types of 
work to be handled? 

2. How much work is to be proc- 
essed? 

3. How is the work to be proc- 
essed? What methods will be used? 

The first question, types of serv- 
ice, is a relatively simple problem 
in hospitals. The great bulk of 
work is standardized into one over- 
all service, with only personal staff 
bundles coming under a separate 
category. Obviously, the types of 
service offered will have a direct 
bearing on quantities and kinds of 
equipment needed. 

Plant layouts must provide for 
the most efficient use of all equip- 
ment. The plant offering only one 
service has distinct advantages. In 
it, the scheduling and routing of 
work is relatively simple since a 
maximum degree of standardiza- 
tion is possible. This permits a high 
level of efficiency with consequent 
monetary savings. 

The answer to the second ques- 
tion “how much work?” goes be- 
yond an estimate of the total vol- 
ume to be expected. Once the total 
estimate has been made, an analy- 
sis must be carried out to deter- 
mine how much work each depart- 
ment will handle. How much flat- 
work, how much tumbled work, 
and how much press work? 

The third question “how is the 
work to be processed?” requires 
decisions on washing and finishing 
methods. 


EQUIPMENT REQUIREMENTS 


When these three questions have 
been answered, the next step is a 
study of equipment requirements 
for the new set-up. A _ schedule 
should be prepared showing the 
amount of work to be handled by 
each department, and, from the 
processing methods decided upon, 
the types of equipment can be se- 
lected. 

From this information the size 
and number of pieces of equip- 
ment needed in each department 
can be determined. This will re- 
quire data on the output or capac- 
ity of various types of equipment 
under consideration. Reliable data 
on equipment capacity can, of 
course, be obtained from the equip- 
ment manufacturers. In most cases, 
much of the existing equipment 
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will be used in the new layout, and 
past and present experiences can 
be applied. It is usually_a good 
idea, however, to check this data 
against manufacturers’ specifica- 
tions and also against the experi- 
ences of other plants. Once the nec- 
essary output data has been gath=- 
ered, all that is necessary is to 
determine mathematically the 
number of units that will be re- 
quired to handle the work in each 
department. It is good practice to 
allow sufficient equipment to han- 
dle the volume during a peak day, 
which is often as much as 25 per 
cent above average. 

Some thought should be given at 
this point to the power plant and 
any changes that may be required 
there. If the new layout is calcu- 
lated to handle more work, there 
will be an added demand for 
steam, hot and cold water, power 
and compressed air. A study should 
be made to determine whether 
present power plant equipment 
can handle the added load. 


SCALE DRAWINGS 


When all of the preliminary 
work has been completed, and not 
before, the actual work with lay- 
out drawings can begin. The first 
step is a scale drawing of the 
present layout. The most con- 
venient scale usually is one-quarter 
inch to the foot. The drawing 
should show the available working 
floor areas and the location of all 
existing equipment. 

Before starting to draw a new 
layout, it is wise to study the draw- 
ing of the present layout, looking 
for errors and possible improve- 
ments. Perhaps some of the equip- 
ment can stay where it is. A good 
approach is to draw flow lines for 
each type of work as it goes 
through the plant. Separate flow 
lines should be shown for flatwork, 
tumbled work, and any other clas- 
sifications that are handled. When 
this has been done, the results 
should be scrutinized for cross 
flows, back tracking, excessively 
long transports, and excessive stor- 
age. Cross flows tend to produce 
confusion and should be kept to an 
absolute minimum. Back tracking 
also produces confusion and results 
in unnecessarily long transports. 
(Long transports, particularly of 
wet, heavy material, are costly.) 








With the present layout thor- 
oughly analyzed and its weak- 
nesses and’ errors detected, work 
may be started on the new layout. 
The most practical approach here 
is to work with scale templates of 
the various pieces of equipment 
and an outline drawing of the 
available floor space. The tem- 
plates should be cut out of heavy 
paper to the same scale as the 
drawing. Each template should be 
labeled to indicate the piece of 
equipment it represents, but it is 
not necessary to show all the de- 
tails normally shown on a regular 
plan view. After the templates 
have been shifted around on the 
outline drawing into a reasonable 
looking layout, they should be tem- 
porarily fastened down with 
masking tape. The ideal to strive 
for in the new layout is a straight 
line flow, with the soiled work 
starting at one end and flowing in 
the shortest possible line to the 
storage space for finished work. Of 
course, this ideal is rarely possible 
to perfection, but it is important to 
bear in mind when compromises 
must be made. 

Some plants are arranged so that 
work flow is approximately in the 
shape of a “U’’. This arrangement 
makes it possible for soiled work 
to come in and finished work to go 
out at the same end of the building. 
Without doubt, this is a good ar- 
rangement, and there may be times 
when the “U” flow layout is the 
only answer. A study of many lay- 
outs, however, indicates that the 
straight line type is superior, and 
that every effort should be made 
to obtain it even though conditions 
seem to call for the “U”’. 


IMPORTANCE OF AISLES 


Among details that should be 
watched carefully in working out 
a layout is the matter of aisles. 
Never underestimate their impor- 
tance. There should be a sufficient 
number of aisles to permit the work 
to flow smoothly. Aisles should be 
straight and of ample width. Wash- 
room aisles should be at least 10 
feet wide if the washers are loaded 
from trucks, and at least eight feet 
wide if the washers are loaded 
from overhead hoppers. Aisles in 
the finishing departments should 
be six feet wide. An aisle should 
not be located next to a wall, be- 
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cause such an aisle has one dead 
side. An aisle with machines on 
both sides of it will service many 
more machines and operators. In 
no case should a machine be set up 
so that its operator or operators 
work in an aisle. An operator in 
such a location cannot work effi- 
ciently because she is continually 
annoyed and interrupted by traffic 
in the aisle. 

It is important that ample stor- 
age space be provided between de- 
partments, but it is equally impor- 
tant that not too much storage 
space be provided. Too much can 
be just as bad—if not worse—than 
not enough. A good general rule 
is to provide enough space for each 
department to hold one hour’s 
work. 

In regard to piping and mainte- 
nance, a general rule here is to 
place the washroom as close as pos- 
sible to the power plant, but this is 
not inflexible. Considerations other 
than the cost of piping may neces- 
sitate other arrangements. 

Sufficient space should be al- 
lowed around machines to permit 
efficient cleaning and maintenance. 
This should not be overdone, how- 
ever, since floor space may be 
wasted if it is. 

Each machine or department 
should be as close as possible to 
the department from which it re- 
ceives its work and to the depart- 
ment to which its work is delivered. 
Also, the arrangement should be 
such that transportation of heavy 
or bulky work is kept to a mini- 
mum. Thus the flatwork ironers, 
which handle by far the greatest 
poundage, should be as close as 
possible to the extractors. In a 
multi-story plant, flatwork ironers 
are commonly located on the same 
floor as the washers and ex- 
tractors. This is usually the ground 
floor. 


LOOKING TO THE FUTURE 


Some provision should be made 
in the layout for future expansion. 

This will minimize any tendency 
to compromise with good layout 
principles as new machinery is 
added. A caution is in order, how- 
ever, since too much extra space 
may produce anh excessive amount 
of walking and transporting of 
work, or a plant overburdened 
with unnecessary overhead. Allow- 
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ing for future expansion is espe- 
cially important where a new hos- 
pital is going up and plans include 
a new wing to be added at a later 
date. 

Special consideration should be 
given to conveyors. They should be 
used wherever the investment can 
be justified. If used properly, con- 
veyors can eliminate much han- 
dling and trucking, will keep the 
work in order, and often will save 
a considerable amount of floor 
space. They are very useful where 
the limitations of the building ne- 
cessitate some compromise with 
the principles of sound layout. 


FIRST BLUEPRINT 


When various arrangements of 
the templates have been tried and 
the best possible layout has been 
worked out, this layout should be 
drawn up on tracing paper and 
blueprinted. It is a good idea to 
have a number of blueprints made 
so that the layout can be checked 
by as many people as possible. All 
suggestions and criticisms merit 
careful study and consideration. 

After a number of people have 





studied the proposed layout and 
their suggestions have been re- 
ceived, it may be decided that 
changes should be made. If the 
original drawing is a pencil tracing, 
it is a simple matter to make these 
changes on the drawing and have 
another set of blueprints run off. 

Finally, thought should be given 
to the sequence in which changes 
of equipment within the plant wil! 
be made. A time schedule should 
be worked out, with a limit set for 
the completion of the entire job 
Changes in the original time sched- 
ule may be necessary, but having 
such a schedule will do a lot to in- 
sure that the job is completed 
within a reasonable period. 

Many people have _ well-pre- 
pared plans filed in a desk drawer, 
waiting for the opportunity to ap- 
ply them. All the plans in the 
world will be of no use whatsoever 
unless they are put into effect. Al- 
though the moving of machinery 
costs money immediately, machin- 
ery in the wrong place costs vast 
sums on the installment plan. In- 
efficient layout makes for ineffi- 
cient people. 

















eee HUI JULEUEE TEVA TE EEE 


Check list for laundry layout 


Attention to detail is the keynote of effective laundry layout. For reader con- 
venience, the author has prepared a check list summary of the various points to be 
covered in preparing a good laundry layout or revising an old one to make it better. 





1. Determine and define what types of services are to be handled. 
2. Determine the total quantity of work that is to be handled. 
3. Decide how the work is to be processed (what methods are to 


be used). 


4. From this information and from machine capacity and output data, 
determine what and how much equipment is to be used and make 


up an equipment list. 


5. Make a drawing of the present plant layout and draw in existing 


work flow lines. 


6. Study the existing layout for possible improvements. Go as far as 


you can with what you have. 


7. Make an outline drawing of the plant and cut out scale templates 
for all the equipment that is to go into the new layout. 

8. Move the templates around, trying various arrangements until what 
seems to be the best possible layout is developed. 

9. Make a tracing of this layout and have it blueprinted. 

10. Have this tentative layout studied by other interested supervisors 
and consider carefully any suggestions which these people may 
offer. It is important that everyone concerned should see and com- 


ment on it. 


11. Taking these suggestions into account, make a corrected tracing 


and a final set of blueprints. 


12. Make up a time schedule for putting the plan into action. 
13. Follow through, so that the new layout will become an actuality 


within a reasonable period. 
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X-ray radiation study shows 


hazards can be controlled 


ALBERT E. HEUSTIS, M.D., M.P.H., AND DONALD VAN FAROWE 


OTIVATED BY the lack of 

knowledge of the danger to 
technicians and x-ray personnel 
from roentgenological exposure in 
normal diagnostic and fluoro- 
scopic work, the division of in- 
dustrial health of the Michigan 
department of health made a study 
of the operation of these installa- 
tions in the 11 state mental hos- 
pitals. This was done to determine 
whether personnel were being sub- 
jected to hazardous amounts of 
radiation, and if so, to devise con- 
trol measures. 

In many cases x-ray work is done 
by technicians who are not spe- 
cially trained in roentgenology. 
Their main interest is in produc- 
ing a diagnostic roentgenogram, 
giving little consideration to safety 
measures. Here was an opportun- 
ity to find out whether or not the 

Dr. Heustis is commissioner of the 
Michigan Department of Health and Mr. 
Van Farowe is the chief of the chemistry 


laboratory section, Division of Industrial 
Health, Michigan Department of Health. 


Sees; 


1 ej lithe MicesninniNstin 





USING a common method of taking x-rays of children, the tech- 
nician is unnecessarily exposed to radiation in holding the plate. 
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greatly increased use of diagnostic 
x-rays makes the accumulative 
dose received by roentgenological 
personnel significant from the point 
of view of health. 

A variety of x-ray and fluoro- 
scopic apparatus was found in 
Michigan mental institutions, in- 
cluding machines for general and 
special work, machines of recent 
manufacture and some machines 
of very early manufacture having 
exposed x-ray tubes. Most of the 
machines were equipped with ray- 
proof apparatus, which often re- 
sults in giving the technician a 
false sense of security. It was a 
chance to determine the maximum 
exposures encountered in diagnos- 
tic roentgenology because of the 
necessity to hold mental patients 
in position while taking the pic- 
tures. 

RADIATION SCATTER 


When an incident beam of x-rays 
strikes an object, some rays are 


absorbed and some pass through, 
but a large percentage of the rays 
are scattered in all directions by 
the electrons in the atoms which 
form the object in the beam. The 
result is similar to light in a fog. 
Rules for cutting down this radia- 
tion economically are hard to make 
because of many variable factors. 

The principal sources of scattered 
radiation are: The patient, the 
table, the floor and the walls. The 
dosage rate and quality of this 
radiation vary widely with the size 
of the field, the angle of scattering, 
and the nature of the material. The 
intensity of the scattered rays de- 
pends upon the distance of the ma- 
terial and the dosage rate of the 
incident radiation. Since the con- 
tributing factors vary from one in- 
stallation to another, uniform pro- 
tection data is impossible to for- 
mulate. 

X-ray radiation hazards are 
caused by exposure to the direct 
beam and to the scatter. Protection 
against the direct beam radiation 
is a-necessity and this is achieved 
in the modern machines by shield- 
ing around the tube. Shielding 
materials may be applied best close 
to the x-ray tube, but it is more 
economical to purchase shielding 
in the form of ray-proof tubes. 
Then, only the hazard caused by 
the used beam passing through the 
aperture must be considered. 

In the course of the study, film 
badges* were worn for a period of 
one month and the number and 


*For further information on film badges, 
see “A Photographic Film Dosimeter,” 
published by the National Bureau of 
Standards, . S. Depsrtment of Com- 
merce. Washington 25, D. C. 


BY constructing a chair that will hold the plate with the film 
in position, the technician need not be exposed to the direct beam. 
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Ever see such a big top on an 
overbed table? 144% x 31% 
inches! Its 5-ply laminated base 
is covered with tan and grey 
Zalmite. Resists damage by heat, 
cold and spilled liquids. 


Note the balanced spread of this 
sturdy base. And the extra bracing 
clamp where base meets pedestal 
upright. Note, too, that base is 
equipped with casters for easy 
moving; glides for stability. 


Double hinged center-section per- 
mits full use of table from either 
side of ‘the bed. Patient has 
advantage of using full section as 
book or magazine rest, and of a 
larger mirror when used as a 
vanity. 


sl 
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The full width, movable center 
section will hold a large magazine 
or a folded newspaper. Note the 
flat surface area at right of rack, 
ample for articles in use when 
center section is raised. 


This big stainless steel tray gives 
the patient room for _ personal 
articles, writing materials, etc. This 
tray is also available finished in 
porcelain enamel (F-884). Note, 
the large size of the mirror. 


To raise or lower, patient simply 
presses on hand grip, and_ the 
counterbalanced table top adjusts 
to one of 15 positions, graduated 
1 inch apart. Can be lowered to 
2934"”—for use by patient seated 
in chair. 





Only Simmons Qverbed Table 
has all these features! 


Illustrated here are the 6 outstanding 
features of Simmons new single 
pedestal overbed table—F-885. Com- 
pare it with any other table. You'll 
soon see why we say it offers more 
value in construction features, stur- 
diness, utility and quality. 


See this new, improved Simmons 
Overbed Table at your hospital 
supply dealer’s showrooms, or at any 
of the Simmons display rooms whose 
addresses are listed below. Or, write 
today for complete details, including 
quantity prices. 


SIMMONS COMPANY 


HOSPITAL DIVISION 


Display rooms: 


Chicago 54 San Francisco 11 
eee | Merchandise Mart 295 Bay Street 





New York 16 Atlanta 1 
One Park Avenue 353 Jones Avenue N. W. 
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type of all roentgenograms taken 
during that month were recorded. 
The estimated radiation exposure 
was calculated by multiplying the 
readings for each particular type 
of roentgenogram by the number 
taken during the month the film 
badges were worn. These calcula- 
tions were correlated with the film 
badge results. 

By proceeding in this manner, 
we eliminated errors in our calcu- 
lated results due to instrument 
variations. An advantage of film 
badge tests is that they may also 
serve as an indication of the ray 
quality in parts of the film covered 
with different filter materials. A 
knowledge of the ray quality helps 
to trace the origin of the stray 
radiation. Our measurements of 
scattered radiation were taken un- 
der actual diagnostic conditions. 

Experimental evidence sets the 
scattering ratio at about one per 
cent of the intensity of the main 
beam at a point one meter from 
the patient and at right angles to 
the beam. The scatter is a softer 
form of energy. This fact may be 
used in the shield design. The sav- 


ing is not great, however, below 
200 kilovolts, the range encoun- 
tered in most hospital diagnostic 
work. 


X-RAY INTENSITIES 


We were concerned mainly with 
the most common types of diag- 
nostic procedures. The kilovolts, 
milliampere seconds and beam in- 
tensities encountered for the com- 
mon types of roentgenograms in- 
volved were as follows: 

1. Chest x-rays: 60-70 KV at 
10-15 MAS, with an average direct 
beam intensity used of 22 mr. at 
a distance of 72 inches. 

2. Skull diagnostic x-rays: 60- 
70 KV at 75-150 MAS with an 
average direct beam reading of 1.8 
r. at 36 inches distance. 

3. Spinal x-rays—(a) AP lum- 
bar spine: 60-68 KV and 100-150 
MAS with an average beam in- 
tensity of 3 r. and (b) lateral lum- 
bar spine: 72-84 KV at 192-400 





CHART shows results of the study con- 
ducted to determine amounts of radiation 
operators received. The duties of the at- 
tendant are limited to holding the patient. 


MAS with an average direct beam 
intensity of 6 r. 

4. Fluoroscopic settings: 65 to 
78 KV, 5-15 MA with the average 
time for examination about 30 sec- 
onds of machine operation. No di- 
rect beam reading was taken be- 
cause patients lying on the table 
absorbed a great deal of the direct 
beam in varying amounts, so that 
measurements above the patients 
meant little in relation to beam 
intensity. 


EXPLANATION OF CHART 


The accompanying chart shows 
that the roentgenograms taken at 
the hospitals over a month’s period 
are classified into four groups: 
Chest, spine, skull, and miscel- 
laneous. 

“QO” in the “number of expo- 
sures” column indicates that that 
type of x-ray is normally taken by 
the hospital but was not taken dur- 
ing the month studied. ‘“‘None’”’ in- 
dicates that the hospital did not 
perform that type of x-ray or did 
not use an attendant. The duties of 
the attendant in the x-ray room 
are confined to holding patients. 





ONE MORTH'S EXPOSURE> 


(In Milliroentgens) 
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I = Present maximum allowable expomre: 1 


Operator was ily a, 





Results of second study below. 
5 = Two operators, 








dliiroentgens per month, 

2 = The calculated exposure at previous position of controle to skull machine, 

i = Exposure at recommended position, Film badge was worn under these conditions, 
as i xposed, Maximum 





NOTE: 


Treading on film badge: 2890 = 


Due to the number of personnel involved and their 
method of rotation in the hospital, it was impractical 
for us to use film badges to determine the attendant's 
exposure at the time of the study, 
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A pad of Gelfoam, cut to size and shape and left 
in situ, will act as a “hemostatic sentinel’ to stem 
capillary bleeding. It will absorb 45 times its own 
weight of blood and be absorbed with virtually 
no cellular reaction. 


Gelfoam was made possible by Upjohn research- 
ers working in collaboration with clinical investi- 
gators to meet the practical needs of surgery. 


Gelfoam* 


is supplied as a sterile surgical sponge, dental pack, 
prostatectomy cone and biopsy sponge. 


*Trademark, Reg. U.S. Pat. Off: 


for Medicine... Produced with care...Designed for health 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 





POOR technique in holding a patient in position. The technician 
is exposed to the scatter ray which angles off at 90° to the beam. 


Due to the work load, some of 
the hospitals employed two techni- 
cians, The duties of the technicians 
included operation of the x-ray 
machine, film development, and 
keeping of records. The chart de- 
signates these technicians as “op- 
erators,” and as such, their dosage 
calculation was the result of the 
time they were operating the ma- 
chine only and did not include the 
stray radiation that they may have 
received while they were perform- 
ing other duties in the x-ray room. 
The latter, of course, would be in- 
cluded in the film badge exposures. 
It is evident that in the hospitals 
employing one operator, the dos- 
age would be absorbed by him. In 
the hospital employing two opera- 
tors, the dosage would be split 
between them. 

As previously stated, x-ray ma- 
chines encountered in the study 


IN taking lateral skull plates, the technician is using an im- 
proper technique and is needlessly exposing himself to radiation. 


varied widely in age. One of the 
general diagnostic machines used 
for chest x-rays had been used for 
more than 30 years (in hospital F). 
The tube in this machine was sus- 
pended in a bell-shaped glass en- 
closure, open in the direction op- 
posite to the direct beam aperture. 
Here we found the radiation to be 
250 milliroentgens for five chest 
exposures five feet from the ma- 
chines. This high exposure reading 
was the result of improper shield- 
ing of the tube. The operator and 
the patient were the only persons 
in the room at the time the roent- 
genograms were taken and the 
operator was adequately shielded 
behind a laminated lead plywood 
screen. 


FAULTY REPAIRS DANGEROUS 


A 1922 model x-ray unit was in 
constant use in hospital A. It was 


A BETTER technique is to hold the patient at head and foot. 
This method results in less radiation exposure to the technician. 


used for chest, skull and spine 
x-rays. The operator’s exposure 
for one AP and one lateral lumbar 
spine was 70 mr. In conjunction 
with this machine, a fluoroscopic 
unit was used having about the 
same date of manufacture as the 
x-ray unit. In this installation we 
found that the protective leaded 
glass back of the fluoroscopic screen 
had been broken and replaced with 
plain plate glass resulting in a 
high exposure to the viewer. 

In hospital I, a portable x-ray 
unit was used for all types of x- 
rays. An improperly constructed 
home-made fluorescent screen 
viewer was also in use at this in- 


_ stitution. It was held up to the eyes 


in a manner similar to the old 
stereopticon viewers. The screen 
Was approximately 16x16 inches 
in size. It was found that the dis- 
tance of the screen from the x-ray 


A SIMPLE holding device can be constructed for taking lateral 
plates. Technician need not receive any exposure in this instance. 
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For your patients and personnel 


the extra protection of 





at no extra cost to you! 





Dial contains AT-7 (Hexachlorophene)—the first and only bactericidal 
ingredient that stays antiseptic in soap. Washing daily with Dial removes 
up to 95% of the bacteria present on the skin. Important, too, is the 


‘ig fact that Dial Soap /asts Jonger than many other soaps! 

spine 
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aded Tests by eminent medical research For surgical scrub-up many hos- 

-reen authorities have proved that pitals use Formula No. 99. This 

with Dial’s antiseptic agent gets the 20% liquid hand soap contains 

in a skin amazingly clean of bacteria 5% hexachlorophene, based on 
... bacteria that often aggravate soap content. Scientific tests have 

ray and spread pimples, surface blem- proven that the surgeon who 
ishes, etc. In fact, Dial, used reg- scrubs his hands regularly with a 

of x- ularly, has a cumulative effect- | soap containing hexachloro- 

icted protection actually increases with § phene removes, in only six min- 

Treen repeated use. This is why more utes, one hundred times more 
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and more hospitals, as well as doc- 
tors and nurses, are changing 
over to Dial Soap. They get that 
important extra protection, and 
they like Dial’s extra mildness 
and fragrance, too! And Dial 
costs no more— lasts longer! 


bacteria than does one using the 
conventional twenty-minute 
scrub-up with regular hospital 
soaps, followed by germicidal 
rinse. Formula No. 99 Liquid 
Soap is available in 5-, 30- and 
55-gallon steel drums. 


” 


Lrduiliial Soap Disisim 


Armour and Company + 1355 W. 31st Street * Chicago 9, Illinois 


Write today 
for a free 


Dial sample 
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[16 mr per 2 exp. 


ILLUSTRATION of poor technique in the use of a skull x-ray 
machine. Controls are incorrectly located in the high scatter area. 


tube was determined only by the 
viewer which in most cases re- 
sulted in a direct beam exposure 
having a field size greater than the 
area of the screen itself. 

With the exception of the in- 
stallation at hospital G, which was 
similar to the installation at hos- 
pital A, the remainder of the units 
were of recent design. Hospital J 
had a recent installation but the 
controls were found to be too close 
to the diagnostic table with no pro- 
tection for the operator except the 
distance factor. This lack of pro- 
tection contributed partly to the 
operator’s high exposure as can be 
seen from the chart. 


ELECTRICAL HAZARDS 


In addition to the possible radia- 
tion hazard, an electrical hazard 
may also be present. The voltages 
used to energize x-ray tubes are 


FLUOROSCOPIC examinations, a routine procedure in many hos- 
pitals, is very often the source of high exposure to the technician. 


highly dangerous, and the best as- 
surance of safety is the enclosure 
of the high voltage parts in a 
shockproof container. Most x-ray 
generators for diagnostic work are 
of shockproof construction, but 
where the design is such that high 
voltage conductors are exposed, 
operators should keep at a liberal 
distance from them, and should 
guard against the possibility of 
spark-over to other conductors 
with which a person may be in 
contact. 

The most dangerous situation is 
to permit the body to form a part 
of the high voltage circuit, either 
across the tube terminals, or be- 
tween a high potential lead, a low 
potential lead, or grounded con- 
ductor. Although high potential 
circuits do not extend into the 
processing room, low potential 
electrical outlets and fixtures may 


WITH the controls moved slightly to one side, the technician 
stands farther away and need not be exposed to as much radiation, 


present a hazard under some cir- 
cumstances. As a safeguard, the 
exposed portions of switches, plug 
outlets, lamp sockets, and the like 
should be composed of insulating 
material. No electrical device 
should be touched with wet hands. 


GAS HAZARDS 


Despite some concern about the 
ozone and oxides of nitrogen con- 
centrations in diagnostic x-ray 
rooms, in only two of the oldest 
installations did we detect the odor 
of ozone. In our opinion, diagnos- 
tic machines are operated for too 
short a period to produce ozone 
and oxides of nitrogen in signifi- 
cant quantities. 

From this study came the fact 
that most roentgenological hazards 
can be controlled if the following 
points are noted and used to best 
advantage: 


PROPER technique in fluoroscopic examinations involves the use 
of lead gloves and lead apron which should be worn as illustrated. 
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RAPID INDUCTION 
AND PROMPT, 
UNEVENTFUL RECOVERY 
IN 


Anesthesia of 
SHORT 
DURATION 


Reduced emotional hazards through rapid induc- 
tion, and minimal after-effects may be achieved 
in short procedures often encountered in daily 
practice with the use of Vinethene, a practical 
inhalation anesthetic. In addition to its use in 
such procedures as changing of painful dress- 
ings, reduction of fractures, myringotomy, 
abscess incisions, Vinethene also is recom- 
mended for induction prior to ether anesthesia, 
and for complementing nitrous oxide-oxygen. 


Literature on request. 


VINETHENE 


(Viny! Ether for Anesthesia U.S. P. Merck) 
AN INHALATION ANESTHETIC FOR SHORT OPERATIVE PROCEDURES 
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1. A hazardous radiation expo- 
sure existed in some of our mental 
hospitals, and similar exposures of 
this degree may exist in many 
hospitals throughout the United 
States. 

2. The most important factor in 
eliminating this hazard is the 
planned training of technicians in 
proper techniques and in the dan- 
gers of radiation. 

3. Outmoded and improperly de- 
signed x-ray machines are only 





one factor in x-ray radiation ex- 
posure in roentgenological per- 
sonnel. Other factors include the 
volume of roentgenograms, type of 
roentgenograms, and techniques of 
the operators. These latter factors 


- have no relation to improper de- 


sign of x-ray machines, and, there- 
fore, high exposure can also be 
found in the newer type of ma- 
chines as we have discovered by 
this study. 

4. Large x-ray rooms are safer 
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than small ones, since the amount 
and concentration of scatter is re- 
duced and the distance between 
the operator and the tube may be 
increased. 

5. The proper enclosure of the 
x-ray tube is important. 

6. The use of proper cones is im- 
portant. Not only is proper coning 
of the beam desirable to reduce the 
amount of scatter and the attend- 
ant’s exposure, but also to reduce 
to as small as possible the area of 
the patient’s exposure. 

7. Filtration of the beam through 
one mm. of aluminum is important. 
It has been found that 300 r. is the 
erythema dose for unfiltered x-rays 
while 400 r. is the erythema dose 
of x-rays filtered through one mm. 
of aluminum. 

8. Proper shielding of the oper- 
ator is important. 

9. The necessity for holding pa- 
tients in position for x-ray work 
creates a definite exposure problem 
for attendants and operators. A 
similar problem may exist in other 
than mental hospitals and clinics 
when x-rays are taken of unman- 
ageable patients such as _ babies, 
small children, and older individ- 
uals with senile changes. 

10. Planned rotation of attend- 
ants should be carried out if pa- 
tients must be held. 

11. Every hospital should have 
several pairs of lead gloves and 
several lead aprons. These articles 
should be used. 

12. It was found that simple 
changes often made a considerable 
reduction in radiation exposure. In 
some cases, as is shown by this 
study, the radiation was reduced 
to one-eighth of the original ex- 
posure by simply moving the con- 
trols slightly or changing the posi- 
tion of the operator by a few feet. 
Roentgenological pe-sonnel should 
be conscious of these possible 
chances for improvement. 

13. A periodic check should be 
made on stray radiation received 
by x-ray personnel. This may be 
accomplished by pocket ionization 
chambers in conjunction with film 
badges calibrated at about 85 KV 
energy range. 

14. Every effort should be made 
to reduce the radiation exposure to 
as low a figure as possible regard- 
less of whether or not the present 
exposure is below the maximum 
allowable radiation limits. 
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All physicians are invited 


toa launching ake 


of a NEW Warner product... 


Low Toxicity 


Practically devoid 
of by-effects in 
therapeutic dosage 


RELIEVES spastic pain and discomfort 


a more effective antispasmodic (anticholinergic) drug 


Bronchospasm, cardiospasm, pylorospasm, biliary spasm, intestinal 
spasm, ureteral spasm and other spastic disorders of the gastro- 
intestinal and genito-urinary tracts are quickly and effectively 
combated with NEOTROPINE* Hydrochloride ‘Warner, the latest development 
of Warner research laboratories. This new anticholinergic drug 
“blocks” the undesirable nerve impulses. 


NEOTROPINE* Hydrochloride is of low toxicity and its use attended by mini- 
mum by-effects. The usual unwelcome complications of anti- 
spasmodic therapy such as dryness of the mouth and disturbances 
of the cardiovascular, respiratory or visual systems are not en- 
countered in the use of NEOTROPINE*. 


NEOTROPINE* Hydrochloride will be found highly effective as a parasym- 
pathetic inhibitor in all spastic (smooth muscle) disorders. 


Dosage: One tablet, 50 mg., of NEOTROPINE* Hydrochloride orally every 4 to 
6 hours, usually before each meal and at bedtime. In the average 
case a total daily dosage of 200 mg. (4 tablets) provides an ade- 
quate and satisfactory antispasmodic action. 


Packaging: NEOTROPINE* Hydrochloride ‘Warner’ is available in the form 
of sugar-coated oral tablets, 50 mg. each, bottles of 100. 


Los Angeles St. Louis 
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A variety of readings for the 


administrator and his staff 


pans ADDITIONS to the library 
cover a wide range of sub- 
jects, all pertinent to the hospital 
field. The new books reviewed on 
this page are of interest to the ad- 
ministrator, members of the nurs- 
ing staff, and the patient. 


A nurse who made history 


Miuirant ANGEL. Harriet B. Koch. 
New York, Macmillan, 1951. 167 p. 

3. 

Pl W. GooprIcH, HER JOURNEY TO 
YALE. Esther A. Werminghaus. New 
York, Macmillan, 1950. 104 p. $1.50. 

IT IS NOT OFTEN that two biogra- 
phies of the same individual are 
published in less than a year, and 
it is even more unusual when the 
same company publishes both of 
them. Such is the case, however, 
with Annie Goodrich, a dynamic 
personality whose contributions to 
nursing inspired the talents of her 
two biographers. 

Miss Goodrich is a combination 
of the visionary and the realist, 
and nurses of today are deeply in- 
debted to her for their professional 
status. In her fight for higher stand- 
ards for nursing education she was 
unyielding, and often, especially 
during World War I, she faced 
strong opposition from the advo- 
cates of nurse aides, among whom 
was Dr. S. S. Goldwater. 

Miss Goodrich was responsible 
for the establishment of the Army 
School of Nursing and served as 
its first dean until 1919, when she 
returned to her former position as 
director of nurses at the Henry 
Street Nursing Service in New 
York and assistant professor of 
nursing and health in Teachers’ 
College, Columbia University. 

When the Goldmark report 


82 


(“Nursing and Nursing Education 
in the United States”) was pub- 
lished in 1918 and strongly recom- 
mended endowments for university 
schools of nursing, the Rockefeller 
Foundation responded with a grant 
of $150,000 for an experiment in 
nursing education on the university 
level. Yale was chosen as the site 
for this experiment and Annie 
Goodrich the dean. As Mrs. Koch 
says, this was the “crowning 
achievement” of a brilliant career 
and Dean Goodrich served her 
profession in this capacity until her 
retirement in 1934. 

Both books are illustrated, in- 
dexed and documented. ‘Militant 
Angel” also includes an appendix 
outlining Miss Goodrich’s degrees, 
awards, memberships, and posi- 
tions, and a chronological list of 
her writings. Hospital administra- 
tors and nurses should consider 
these books required reading to 
obtain the background of the nurs- 
ing education problem—H.T.Y. 


Patient's-eye view 


A PaIn Discovers ME. Henry H. Har- 
per. Cedar Rapids, Iowa, the Torch 
Press. 1950. 88 pp. $1.35. 


The merit of this little account 
of the author’s sojourn in the Mayo 
Clinic and his consequent hospital- 
ization at St. Mary’s Hospital in 
Rochester, Minn., lies in its message 
to the medical staff and hospital 





Inquiries about books reviewed in 
the Literature department should be 
addressed to the American Hospital 
Association Library—Asa S. Bacon 
Memorial, 18 E. Division Street, Chi- 
cago 10. The department is edited by 
Helen V. Pruitt, librarian. 





personnel: Remember your patient 
is a person. 

The diagnostic machinery of a 
modern clinic and the administra- 
tion of a hospital undergo the scru- 
tiny of a person suffering a seri~ 
ous kidney ailment, and, though 
Mr. Harper recounts his experi- 
ences rather humorously and sure- 
ly without rancor, a great deal 
about “patient relations’ can be 
read between the lines. His callous 
intern and his ex-cab-driving bar- 
ber are characters who could be 
duplicated in many hospitals, and, 
sadly enough, memories of their 
vicious and unfeeling treatment 
outlive those of good nursing care. 

The American Hospital Associ- 
ation’s 16mm. film, “As Others See 
Us,” which can be rented from the 
library at $4 for two weeks, teaches 
the same lesson in public relations 
as this book. Both the book and the 
film are recommended for alerting 
hospital personnel to their duty to 
the patient as a person.—H.T.Y. 


Manual for board members 


THE BoarD MEMBERS’ MANnuAL—How 
TO PrRopDUCE AND USE IT IN Boarp 
EpucaTIoNn. Charlotte K. Demorest. 
National Publicity Council for 
Health and Welfare Services, Inc., 
257 Fourth Avenue, New York 10, 
WN. Y.. 1951. $1. 

In a constant effort to improve 
the working relationships between 
the board members and himself, 
the administrator is searching for 
helpful ideas and materials. Some 
hospitals are already using a type 
of manual or handbook which is 
kept up to date and is the property 
of the board member while he is in 
office. To other administrators this 
may be a new approach. In any 
event, this new publication will 
present some concrete information 
on how to prepare a usable man- 
ual and suggestions on getting the 
most good out of the manual once 
the procedure has been started. 

The two main sections discuss 
“what you put into a board mem- 
ber’s manual” and “the format of 
a manual” e.g., design for flexi- 
bility, importance of variety for 
readability, arranging the mate- 
rial, etc. Using manuals as a part 
of board member education makes 
it much easier to orient the new 
board member to his responsi- 
bilities. 
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VISIONAIRE CANOPIES 
FIRST CHOICE of the NURSING STAFF 


@ The almost universal preference for 
Visionaire Canopies by hospital nursing staffs is 
not accidental. Continental Visionaire Canopies 
have full length skirts, 60” long, to stay 
“tucked in."’ All seams are electronically welded, 
high oxygen concentrations have no effect on 
their stability. They can be supplied with 


zipper or folding sleeve closures as desired. 


Made from transparent plastic that gives the 
patient full room vision and that allows the nurse 
to see the patient always. They're inexpensive. 
Continental is the world's largest manufacturers 
of oxygen tent canopies. Write for full details 
about Visionaire Canopies. 


CONTINENTAL HOSPITAL SERVICE, Inc. - 18636 Detroit Ave. Cleveland 7, Ohio 
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A system for avoiding errors 


in medical gas administration 


LEONARD P. GOUDY 


HERE HAVE BEEN times in the 
§ goveeeth past when a patient has 
died in a hospital because of tragic 
substitution of the wrong medical 
gas at a crucial moment. At least 
two such cases were reported in 
this country in the past year, and 
only last month a British medical 
journal reported that a baby died 
from the administration of carbon 
dioxide gas instead of oxygen. The 
hospital took the responsibility, 
but the loss, of course, could never 
be redeemed. 

A quiet movement has been un- 
der way for some time to make 
such blunders all but impossible. 
Now, a solution is close at hand— 
one that will be relatively inex- 
pensive and thus far appears satis- 
factory to all concerned. 

The Compressed Gas Associa- 
tion, the American Hospital Asso- 
ciation, and the American Society 
of Anesthesiologists, working to- 
gether, provided the solution and 
formulated the changes that will 
be necessary in medical gas equip- 
ment. The changes will apply only 
to connections on anesthesia ma- 
chines and respirators and will not 
apply to equipment used in oxygen 
service throughout the hospital. A 
successful trial run was conducted 
at New York City’s Lenox Hill 
Hospital in May with the coopera- 
tion of Superintendent John H. 
Hayes, a past president of the 
American Hospital Association. 

The three associations now have 
adopted the modification as their 
standard and have sent it on to the 
American Standards Association. 
Even now, medical gas suppliers 





Mr. Goudy is secretary of the Council 


on Administrative Practice and purchasing 
specialist for the American Hospital Asso- 
ciation. 
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are going ahead with their part 
of the program, which involves 
modification of the valves on the 
cylinders. 


EVOLUTION OF PLAN 


Since the problem was mainly 
mechanical—a question of redesign 
of parts—the manufacturers of 
medical gas equipment played a 
very important role. Interchange- 
ability of parts, usually a boon to 
manufacturing and purchasing, had 
become a hazard, and something 
had to be done to make certain 
parts non-interchangeable. A step 
backward, in effect, was necessary. 
This step had to be taken gingerly, 
however, to avoid throwing the 
entire industry into confusion. 
Standardization of gas cylinder 
valves and anesthetic machine 
yokes had been accomplished long 
before, but there were certain 
minor variations from one com- 
pany to another which required 
careful study and hours of discus- 
sion before a universally accept- 
able plan for modification could be 
worked out. 

At length, through the diligent 
efforts of the Valve Thread Stand- 
ards Committee of the Compressed 
Gas Association and others, a 
method was devised which would, 
with a minimum of effort and cost, 
make it almost impossible to con- 
nect inadvertently any but the cor- 
rect cylinder of gas to its corre- 
sponding yoke on the anesthetic 
machine. A system of matching 
pins and holes was the answer to 
the puzzle—the pins on the yoke 
and the holes in the cylinder valve 
—each gas with its own code and 
its own yoke on the anesthetic 
machine. 








Under this system an operator 
attempting to attach a carbon di- 
oxide cylinder to an oxygen yoke, 
for example, would be aware of the 
error instantly. The coupling just 
wouldn’t fit correctly. In the words 
of the report of the Valve Thread 
Standards Committee, “A system 
cannct be devised that will not 
permit of willful violation by a 
person who is willing to assume 
the risk of such action. However, 
it is the aim of this committee to 
provide a system that will... 
warn the conscientious anesthesi- 
ologist of a mental lapse that might 
lead to putting a cylinder of gas 
in a wrong position on the anes- 
thetic machine.” 

At the June 7, 1951, meeting of 
the Valve Thread Standards Com- 
mittee, which John Hayes and I 
attended as representatives of the 
American Hospital Association, 
initial agreement was_ reached 
upon the “‘proposed system of non- 
interchangeability of yoke type 
connections on medical gas cylin- 
ders.”” Subsequently, the proposal 
was adopted by the executive 
board of the Compressed Gas As- 
sociation as a CGA standard, by 
the American Hospital Association 
conditionally, and by the Ameri- 
can Society of Anesthesiologists. 
The proposal was also sent to the 
National Fire Protection Associa- 
tion and other organizations direct- 
ly concerned, The committee wish- 
ed to have these organizations’ ap- 
proval of a proposal that the non- 
interchangeability system be sub- 
mitted to the American Standards 
Association for adoption as an 
American standard. 

Approval by the Board of Trus- 
tees of the American Hospital As- 
sociation was given only after 
careful prior consideration by the 
Committee on Purchasing, Simpli- 
fication and Standardization, head- 
ed by Neal R. Johnson, purchasing 
agent of the Johns Hopkins Hos- 
pital, Baltimore. Similar action has 
been taken by the other organiza- 
tions to which the proposal was re- 
ferred. 


INTERNATIONAL PROPOSAL 


When action has been taken by 
the American Standards Associa- 
tion, it is proposed by the Com- 
pressed Gas Association that the 
non-interchangeability system be 






HOSPITALS 














INTRODUCES THE 


KS yore” 


OXYGEN MASK 


Once again OHIO makes a valuable contribution to added 
efficiency, comfort and convenience in oxygen therapy with 
this new, inexpensive K-S Disposable Oronasal Oxygen Mask. 


LIGHTWEIGHT . . . This clear, transparent plastic mask is light as a fine 
handkerchief. Its pleasing appearance and soft texture make the patient 
fully receptive to its use. 


SANITARY . . . It is worn by one patient, then discarded. Dangers of 
contagion or cross infection are avoided and costly time-consuming ster- 
ilization processes are eliminated. 


COMFORTABLE .. . Spacious rebreathing bag allows deep respiration 
in complete comfort. And pliability avoids anxiety caused by heavier, 
more rigid permanent type masks. 


EFFICIENT . . . The K-S Disposable Mask is usable with any oxygen 
therapy system. The snug, pressure-free fit and leakproof seams assure 
complete dependability. And K-S Masks can be stored for long periods 
before use without danger of deterioration . . . Saves storage space too 
. » - 100 K-S Masks occupy the space of ONE permanent type mask. 


FOR EFFICIENCY, COMFORT AND ECONOMY USE 
OHIO'S NEW K-S DISPOSABLE OXYGEN MASK 


Write TODAY for prices in quantity lots and descriptive literature. 


r , 4 Branch offices in principal cities. Repre- 
; sented on the West Coast by Ohio Chem- 
ical Pacific Company, San Francisco; in 


Canada by Ohio Chemical Canada Ltd., 
OHIO CHEMICAL & SURGICAL EQUIPMENT CO. Toronto, Montreal; internationally by Airco 
A Division of Air Reduction Company, Incorporated Company International, New York City. 


1400 East Washington Ave. * Madison 10, Wis. 


OHIO HOSPITAL EQUIPMENT—Heidbrink Anesthesia Apparatus ® Ohio OHIO MEDICAL GASES—Oxygen 
Oxygen Therapy Apparatus @ Kreiselman Resuscitators ® Scanlan-Morris © Nitrous Oxide ® Cyclopropane 
Sterilizers © Ohio Scanlan Surgical Tables © Operay Surgical Lights @ ® Carbon Dioxide © Ethylene 
Scanlan Surgical Sutures and Surgical Needles © SterilBrite Furniture Helium and mixtures ® Also Labo- 
* Recessed Cabinets © U.S. Distributor of Stille Instruments. ratory Gases and Ethyl Chloride. 


Use it... Discard it! Packed 
for economy in boxes of 50, 
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Nitrous oxide 





Oxy gen-carbon 


dioxide mixtures 


Cyclopropane 


A different combination for each gas 


The new system for preventing erroneous interchange of medical gas cylinders is built 
around the matching of pins and holes. The pins are installed in the cylinder yoke on the 
hospital's anesthetic machine. The holes are drilled in the body of the valve that comes 
with the cylinder. For any one gas there is only one combination of pins and holes. 
Unless the right cylinder is connected, the holes and pins will not match and the two 


parts will not fit together. 


Illustrated at the left is an anesthetic machine yoke with the medical gas cylinder 
valve inside it. The cutaway circle shows how the pins fit into the holes (slightly 
exaggerated for visual presentation). Below are the eight assigned combinations of 
holes in cylinder valve bodies. Numbers indicate the standard designation for each hole. 


Oxygen=hel ium 


mixtures 


Helium 


"Ethylene 


Carbon dioxide 








submitted to the International 
Standards Organization for adop- 
tion by that group. 

Meanwhile, with this guarantee 
of support, suppliers of medical 
gases are proceeding with their 
part in the program (drilling of 
holes in cylinder valves) which, 


engineering-wise, must precede 
the installment of pins on yokes of 
anesthetic machines. 

The eight gases and gas mix- 
tures now provided for in the sys- 
tem are: (1) Oxygen, (2) oxygen- 
carbon dioxide mixtures (seven 
per cent or less of carbon dioxide), 


(3) oxygen-helium mixtures (80 
per cent or less of helium), (4) 
ethylene, (5) nitrous oxide, (6) 
cyclopropane, (7) helium, and (8) 
carbon dioxide. The present system 
provides for 10 different gases or 
gas mixtures, so two combinations 
(Continued on page 88) 
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Ravenswood Bassinet; choice of draw- 
er positions — side or end opening 
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Magee Combination Bassinet-Dress- 
ing Stand; complete nursery care 
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Alumiline Bassinets Provide Twentieth Century Care for Twentieth Century Babies 


Nowhere is the need for modern functional design more forcefully indicated than in the development 
of hospital equipment. Such equipment must be primarily built around the idea of getting a specific 
job done in the most efficient and economical manner possible. For many years the A. S. Aloe Com- 
pany has stood far out front in the manufacture of hospital equipment designed to speed up the day's 
work and reduce operating costs. In developing Alumiline furniture for the modern nursery, our 
designers drew upon a thorough knowledge of both general hospital requirements and local or 
individual preferences. Wide acceptance of our Ravenswood Bassinet (above) and the Magee Com- 
bination Bassinet and Dressing Stand (lower left) is proof of the superior design and workmanship 
of Alumiline nursery equipment. The Magee Bassinet and Stand has attracted particularly favorable 
attention because authorities generally agree that it provides sufficient protection to meet the require- 
ments of good individual care, thus eliminating the need for expensive cubicle installations. Alumiline 
frames are of square aluminum tubing with smoothly rounded edges—rust-proof, easy to keep spot- 
lessly clean; lightweight, but strong as steel. Stainless steel and the highest grade transparent 
plastic panels are used wherever design requirements indicate their need. Nurses note with pleasure 
that Alumiline is easy to move; that its attractive, graceful design assists in maintain- 

ing an appearance of neatness and order throughout the nursery. Please write for 


descriptive brochure and price quotations. 


A. S. ALOE COMPANY and Subsidiaries—1831 Olive Street, St. Louis 3, Mo. 


Los Angeles, New Orleans, Kansas City, Minneapolis, Atlanta, and Washington, D. C. 
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Medical gas safeguards—a small 


price for the patient’s welfare 


CHARLES U. LETOURNEAU, M.D. 


HE PROPOSED SYSTEM of match- 
3 lpeet pins and holes for flush- 
valve gas cylinders and anesthetic 
machines recommended by the 
Compressed Gas Association, the 
American Hospital Association and 
the American Society of Anesthes- 
iologists is a long-overdue measure 
for the prevention of anesthetic 
deaths caused by the administra- 
tion of the wrong gas to the pa- 
tient. 

The new system should be an ex- 
cellent check upon the inattentive 
and a foil for the inadvertent. Of 
course, a careless oaf can defeat the 
best planned safety program and 
circumvent the safeguards that are 
devised for the protection of the 
patient. The careless ones will al- 
ways be with us, and it is not 
claimed that this system will 
achieve 100 per cent prevention of 
accidents from anesthetic gases. 

The system applies only to anes- 
thetic machines that use flush- 
valve cylinders. It does not apply 
to the screw valve type of cylinders 
that are in frequent use elsewhere 
in the hospital. 

Nevertheless a new weapon has 
been placed in the hands of the 
hospital administration to enable it 
to carry out its duty of protection 
for the patient. According to law 
a hospital is responsible for using 
“due and reasonable care” in em- 
ploying all available methods for 
the protection of its patients. The 
standards of care demanded of a 
hospital are not the highest that 
are in existence but only those that 
can be reasonably provided within 
the community and under the cir- 
cumstances in which the hospital 
functions. The standards of care 
are also limited by the courts to 
the prevention of accidents that are 





Dr. Letourneau is secretary of the Amer- 
ican Hospital Association’s Council on Pro- 
fessional Practice. 
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foreseeable or that might occur in 
a particular procedure, technique 
or operation. 

A good standard of care is not 
a valid defense to an action for 
negligence if a better standard of 
care is available in the community 
and is in use by other hospitals in 
that same community. Only the 
best standard of care that is avail- 
able in that community will be ac- 
cepted by the courts as a defense. 

The increasing frequency with 
which accidents have been report- 
ed due to application of the wrong 
anesthetic gas to the patients 
should certainly make all hospitals 
aware of the great need for some 
device to prevent this type of ac- 
cident. Such accidents can now be 
classified as foreseeable and, to a 
certain extent, preventable. The 
system of matching pins and holes 
is now available in every commu- 
nity. The cost of equipping anes- 
thetic machines is said to be neg- 
ligible. From the legal point of view 
it would seem that the provision of 
these safeguards would fall under 
the heading of “due and reasonable 
care.” 

Under the circumstances, the 
failure of a hospital to convert its 
anesthetic machines to the system 
of matching pins would seem to 
be a failure to provide the patient 
with the reasonable protection to 
which he is entitled on admission to 
the hospital. In a court of law this 
might give rise to a presumption 
of negligence, and the attorney en- 
gaged by the hospital to defend an 
action based upon tl. mistaken ad- 
ministration of a lethal gas would 
have a most unenviable task. 

The conversion to the recom- 
mended system would seem to be 
a small price to pay for the in- 
creased safety of patients who are 
obliged to undergo an anesthetic. 








(Continued from page 86) 
are open for future assignment. 

In the mating of the two pins 
on the anesthetic machine yoke 
with the two corresponding holes 
in the cylinder valve body, the 
committee has assigned each gas 
and gas mixture a different posi- 
tion for pins and‘ holes. For each 
of the eight types listed above, 
then, medical gas suppliers are 
currently drilling holes in the 
valve bodies in two of six stand- 
ard positions, depending upon the 
type of gas to go into the cylinder. 
These holes do not affect the oper- 
ation of the valves even though 
pins to fit into them are not yet 
on the machines. 

For ease of reference, the com- 
mittee has numbered the possible 
positions from one to.six (see illus- 
tration). They lie on an arc at a 
radius of 9/16-inch from the valve 
outlet hole, are 3/16-inch in di- 
ameter, and 7/32-inch deep. A line 
drawn 30 degrees to the left of the 
centerline of the valve outlet 
would pass through the No. 1 po- 
sition. Positions 2 to 6 are at inter- 
vals of 12 degrees. Since the po- 
sitions overlap, it is impossible to 
use two holes adjacent to one 
another. This means that the max- 
imum number of combinations is 
10, eight of which have already 
been assigned. If more additional 
combinations than the two now 
vacant are desired, the committee 
states that this can be accomplish- 
ed by providing sufficient stock in 
the valve body to drill another 
row of holes. 

Since holes will be drilled in the 
valves of existing cylinders when 
they are returned to the gas sup- 
plier for refilling, it is expected 
that all existing medical gas cylin- 
ders in this country will be modi- 
fied within a few months. 

The Valve Thread Standards 
Committee has recognized that 
there is still danger of incorrect 
filling of cylinders by gas suppliers 
unless they use a similar system on 
their cylinder filling connections, 
and it has recommended to the lat- 
ter that this be done. 


‘FIELD STUDY OF SYSTEM 


In the field study conducted at 
Lenox Hill Hospital in New York 
City, seven anesthetic machines 
were involved (all made by the 


HOSPITALS 








field 
sulter 
some 
utors 
to ho: 
Eve 
pressi 
on th 
to br: 
field. 
meeti 
Trade 
of col 
for th 
indust 
At » 
to pre 
this n 
resulte 
rules \ 
for a 
purché 
much | 
there ; 
Which 
use of 
proof, 
water- 
heavy 
not bes 


AUGUS) 


same manufacturer) and it was re- 
ported that no difficulty was en- 
countered in using the converted 
equipment. It was said that pins 
and holes actually appeared to fa- 
cilitate attachment of cylinders to 
yokes by tending to line up prop- 
erly the nipple and outlet. Dr. 
Ralph M. Tovell, a member of the 
American Society of Anesthesiolo- 
gists who was present at the com- 
mittee meetings, reported favor- 
able comments from a number of 
anesthesiologists with whom he 
had discussed the  non-inter- 
changeability system. 

Although the bulk of the labor 
involved in these modifications 


falls to the compressed gas indus- ~ 


try, hospitals have a definite re- 
sponsibility in bringing the pro- 
gram to fulfillment. 


THE HOSPITAL'S ROLE 


As owners of anesthetic ma- 
chines, the decision for final con- 
version (installation of pins on 
yokes) rests with them. The Com- 
pressed Gas Association has rec- 
ommended that actual changes on 
the machines be made by the man- 
ufacturers, but requests for these 
changes must come from the hos- 
pitals. It is true that without con- 
version the machines will continue 
to function exactly as before, but 


the expense and effort that would 
be required of hospitals to do their 
part is exceedingly minor in com- 
parison to what has already been 
done. If it is not done, the chance 
for error still will exist, with the 
hospital in a critically vulnerable 
position from a legal standpoint. 

In amost all instances, conver- 
sion of anesthetic machines will be 
a matter of only a few dollars ex- 
pense on the part of the hospital, 
with a minimum of out-of-service 
time for the equipment. With the 
type of equipment used at Lenox 
Hill Hospital, all that was required 
was a simple bracket for each of 
the anesthetic machine yokes. 
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PURCHASING 


Floor wax and polish 


THE MILLS of the gods grind 
slowly, but they grind exceeding 
fine. 

Much of the confusion in the 
field of hospital purchasing has re- 
sulted from extravagant claims by 
some manufacturers and distrib- 
utors of products intended for sale 
to hospital executive housekeepers. 

Ever since the middle of 1949, 
pressure has been brought to bear 
on the Federal Trade Commission 
to bring about some order in this 
field. Finally, on May 11, 1951, a 
meeting was called by the Federal 
Trade Commission for the purpose 
of compiling trade practice rules 
for the floor wax and floor polish 
industry. 

At this time, it is a little early 
to predict results forthcoming from 
this meeting, but if nothing else 
resulted than the enforcement of 
rules which have been on the books 
for a considerable time, hospital 
purchasing agents will be in a 
much better position. For instance, 
there are rules on the books now 
which are intended to regulate the 
use of such terms as waz, slip- 
proof, slip-resistant, waterproof, 
water-resistant, spot-proof, and 
heavy duty. But such rules have 
not been enforced, and purchasing 
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personnel have not been afforded 
the protection to which they are 
entitled. 

It has long been known that pur- 
chasing agents who are cognizant 
of the dangers inherent in the use 
of a wax which is not slip-proof 
have endeavored to protect the 
hospital by means of the insurance 
of suppliers whose product did not 
meet the requirements. If, as a re- 
sult of these meetings, we have a 
standard with which we can de- 
mand compliance, a forward step 
will have been taken and the use 
of terms which are false, mislead- 
ing or deceptive will have to be 
discontinued. 

One of the proposed rules deals 
with the misuse of the term wax 
and says it is an unfair trade prac- 
tice to use the term waz as descrip- 
tive of “any industry product 
which deposits on a floor surface 
to which it is applied, and after 
evaporation of the solvent or car- 
rier, a film which contains 
less than 50 per cent wax, by 
weight, and which is not a plastic 
solid at room temperature, does 
not adhere to the surface to which 
it is applied, does not cohere suffi- 
ciently for cold molding, is not cap- 
able of having its gloss increased 
by buffing, and is not hydrophobic.” 

Further, in regard to the slip- 


proof waxes, it is proposed that 
the rules say, ‘In the sale, offering 
for sale, or distribution of any in- 
dustry product, it is an unfair 
trade practice to use the terms slip- 
proof, nonslip, nonskid, or terms of 
like import, as descriptive of such 
product unless it will completely 
prevent slipping on any floor sur- 
face to which it is applied for the 
duration of the product thereon.” 

This subject is emphasized here 
because there has been much dis- 
cussion regarding the fact that 
many products offered do not serve 
the purpose for which they are > 
purchased. Whether this is the re- 
sult of improper use or extrava- 
gant claims is difficult to deter- 
mine, but it is apparent that 
ground rules are essential and 
should be very welcome. 


Medical gas cylinders 


The article on page 84 of this 
issue describes a new system de- 
veloped to prevent interchanging 
of medical gas cylinders on anes- 
thetic equipment and is important 
reading for all purchasing agents 
and administrators. 

The purchase of equipment is a 
concern of the purchasing depart- 
ment, and improvement of such 
equipment now becomes one of the 
purchasing agent’s responsibilities. 

The adapters recommended for 
use of anesthetic equipment are 
not a device arising out of desire 
for further sales by manufacturers 
but a life-saving measure which 
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can be easily applied at small cost. 
They will, in the opinion of many 
qualified persons, eliminate serious 
mistakes. 


Wall washing 


According to a survey recently 
conducted by the Hospital Bureau 
of Standards and Supplies, about 24 
per cent of hospitals are now using 
wall-washing machines. A com- 
paratively small percentage of the 


hospitals surveyed have outside 


companies wash their walls on 
contract. 

The fact that about one-fourth 
of the hospitals surveyed are now 
using such labor-saving equipment 
would seem to indicate that this 
is a matter to be investigated by 
those hospitals which are not doing 
so. Many of the hospitals not using 
such equipment said that some of 
their walls were rough and wall- 
washing machines would not oper- 
ate efficiently under such condi- 
tions. It is claimed, however, that 
some of the equipment now avail- 
able will satisfactorily wash rough 
surfaces, and it would seem to be- 
hoove hospitals to investigate such 
statements. Purchasing personnel 
might well justify their position by 
instituting such an investigation if 
wall-washing equipment is not al- 
ready in use in their institutions. 


Penicillin regulation 


Purchasing agents’ probably 
have noticed that all labels on 
aqueous suspensions of penicillin 
now bear a statement advising that 
the drug requires refrigeration at 
59° F. (or 15° C.). This is re- 
quired by a Food and Drug Ad- 
ministration regulation which be- 
came effective on May 26. From 
that date, all material which was 
processed for sale by a manufac- 
turer had to be so labeled. 

This step was felt necessary by 
the Food and Drug Administration 
since it was apparent to them that 
there was a loss of potency and 
clumping, together with some 
change in color in the aqueous sus- 
pensions of penicillin when sub- 
jected to elevated temperatures 
over a long period.—L. P. G. 
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Current price trends 





T THE BEGINNING of July, it was 
A apparent that a slight business 
decline had developed in the pre- 
ceding 30 days. After four weeks 
of small but steady decreases, the 
overall index for wholesale com- 
modity prices rested at 181.1 per 
cent of the Bureau of Labor Sta- 
tistics’ 1926 “normal.” This was 
0.8 per cent lower than the pre- 
ceding month’s comparable index. 

Business leaders attributed the 
decline to the shift from produc- 
tion of consumer goods to defense 
materials. Defense orders appar- 
ently have not filled the gap left 
by loss of civilian output. The out- 


look, however, does not indicate 
large or long-continuing price de- 
creases. 

Already, the reserves of steel for 
defense orders are running so high 
that steel men are convinced that 
Controlled Materials Plan allot- 
ments for this product are unavoid- 
able. Since 85 per cent of the steel 
supply will be slated for defense 
within two months, steel execu- 
tives believe that a fair distribu- 
tion of the remaining 15 per cent 
is impossible and predict that it 
will be necessary to put all civilian 
consumers of steel under the Con- 
trolled Materials Plan. 





TABLE 1—GRADUAL 


June 
20 


1950 


June 
COMMODITY 27 


All commodities 
Farm products 
All foods 
Textile products 
Fuel and lighting 
materials 
Metals and metal 
products 


Building materials .... 202.8 


price index. I¢ is based on a sample of about 


Source: Bureau of Labor Statistics. 


Weekly Index Numbers of Wholesale Prices—1926=100 


This weekly wholesale price index is designed as a weekly counterpart of the monthly wholesale 


hensive sample and therefore should be regarded as an indicator of price trends rather than as 
a final compilation. The monthly index should be used for fuller coverage. 


DOWNWARD DRIFT 


% of Change 
6-27-50 1-2-51 


to 
6-26-51 


June 


26 
1951 


June 


one-eighth of the commodities in the compre- 











May May 


COMMODITY 1943 


All commodities 
Farm products 
Foods 
Textile products 

Cotton goods 

Fuel and lighting materia 
Anthracite coal 
Bituminous coal 
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Building materials 
Brick and tile 


— 


Paint and paint materials 

Plumbing and heating materials 

Structural steel 

Other building materials 

Drugs and pharmaceutical 
materials 

Raw materials 

Semi-manufactured articles 

Manufactured products | 

Purchasing power of the dollar $1.17 


*Figures not available at press time. 
Source: Bureau of Labor Statistics. 
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TABLE 2—SLIGHT DOLLAR INCREASE 


Monthly Index Numbers of Wholesale Prices—1926=100 


May 
1950 


May 
1947 


May 
1949 
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DAY inn 


And now— 


ST. ELIZABETH’S HOSPITAL 
CAMBRIDGE CITY HOSPITAL 
ST. JOSEPH’S HOSPITAL 


are all modernizing with Stainless Steel Equipment by 
Atlantic Alloy Industries, Inc. 


In one hospital after another all over 

the country, old outworn unsanitary 

equipment is being replaced with Atlan- 

tic Alloy seamless Stainless Steel equip- 

ment. This “‘new idea’’—-solid units of 

Stainless Steel firmly welded together 

so that no seams, cracks, crevices or 

bolts appear on usable surfaces, repre- 

sents a tremendous improvement over 

old-fashioned units. Stainless Steel has ‘ : 
: 4 ABOVE—Delivery Room, St. 

such a smooth, compact surface that it | ee Ve Elizabeths Hospital, Brighton, 

is not affected by substances that dis- 

figure and stain other materials. It 

resists wear and corrosion. It discour- 

ages the accumulation of dirt and bac- 

teria, and germs of all kinds because 

there are no cracks or hiding places 

where they can develop. It lasts indef- 

initely. In fact, in every instance where pease 

Atlantic Alloy Stainless Steel equip- Room, Cambride 

ment is installed this new equipment aii 

will be just as good a quarter of a cen- 

tury from now as when installed—and 

during the meantime there is practically 

no maintenance expense. 





Our engineers will be happy to assist and BELOW —Nursery_at_ St. 
advise you on any hospital equipment prob- co 
lem. Send for new catalog which has DE- 

TAILED specifications for every item. 

Many NEW items listed. 


ABOVE — Stretcher 
Alcove St. Vincents 
Hospital, New York, 
a 
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ATLANTIC ALLOY INDUSTRIES, INC. 


35 Verona Avenue, Newark 4, N. J. 
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Modern 300-bed Mercy Hospital, Springfield, 
Ohio, serves 1500 Gas-cooked meals a day. 











Sister Mary Leah R.S.M., 
Dietitian of Springfield’s 
Mercy Hospital says: 

“I know that the speed 
and flexibility of our Mod- 
ern Gas Equipment make it 
possible for our busy food 
department to keep on 
schedule regardless of type 
of diets required.” 








AMERICAN GAS ASSOCIATION e 
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In addition to the main kitch- 
en, Mercy Hospital is equipped 
with a Special Diets Gas 
Kitchen, 2 Cafeterias featuring 
Modern Gas Equipment, and a 
Coffee Shop utilizing Gas for 
food preparation. Gas cooking 





MORE AND MORE... 


P 


FOR COMMERCIAL COOKING 


420 LEXINGTON 


AVENUE « 


employee, Mrs. Stott, 
Kitchen. Modern Gas 
mcludes: 





is clean... fast .. . economical 
. .. and versatile, to meet the 
fluctuating demands of hos- 
pital service. 

For optimum efficiency and 
economy in Volume food prep- 
aration, check the values of 
Modern Blue Flame Gas Cook- 
ing with your Gas Company 
Representative. Call him today. 


NEW YORK 17, NEW YORK 
HOSPITALS 





Master Menu revisions make this 


service even more effective 


OR THE PAST two and one-half 
pe dietitians and other di- 
rectors of hospital food service 
have had the benefit of a simple, 
efficient and reliable menu plan- 
ning aid. This is the American Hos- 
pital Association’s Master Menu, 
which was introduced in HospI- 
TALS in February 1949 and has 
since been a monthly feature of 
this magazine. 

Now the Master Menu has been 
revised and completely new Mas- 
ter Menu kits are being distributed, 
including a valuable new booklet 
—the “Master Menu Diet Manual.” 

When the Master Menu first ap- 
peared it was‘announced as a food- 
planning service for the normal 
and seven most frequently used 
special diets, with the aim of giv- 
ing patients more appetizing and 
attractive meals as well as nutri- 
tional adequacy. 

Economy in the use of food and 
preparation time was an important 
feature, and nutritional adequacy 
was assured in all the diets, ex- 
cept, of course, the full liquid diet. 

None of these original purposes 
of the Master Menu have been al- 
tered. The revision was motivated 
by a continuing desire for im- 
provement and was based upon ex- 
tensive ‘study, new thinking in the 
field, and the suggestions of dietary 
authorities and users of the Master 
Menu service. 

Dietitians have pointed out that 
the old wall cards did not include 
Space to specify the quantity of 
each food to prepare. Many direc- 
tors of food service also wanted to 
write instructions to the cook or 
kitchen staff relative to the prepar- 
ation or serving of foods on the 
Master Menu. 
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To fill these needs, two new col- 
umns headed “Census or Quantity” 
and “Instructions” have been add- 
ed to each of the three wall cards. 
The added columns also appear on 
the three new transfer slips for 
breakfast, dinner, and luncheon or 
supper. 

Another need was for a listing 
of portion sizes. Users of the Mas- 
ter Menu know that seven of the 
diets are nutritionally adequate, 
but that adequacy is premised on a 
specific size of serving of each food. 
Portion sizes now are printed on 
wall cards in small boxes at the top 
corners. 


NEW DIET MANUAL 


The ‘Master Menu Diet Manual,” 
included in all kits, is a valuable 
guide to directors of food service 
who are using the Master Menu. 
This manual includes basic infor- 
mation on each of the eight Master 
Menu diets, such as the basic food 
pattern for the diet, which items 
on the Master Menu are served on 
each diet, and lists of the foods al- 
lowed and foods to avoid for many 
of the diets. Supplementing this 
discussion of Master Menu diets 
are similar analyses of 15 other 
special diets which are modifica- 
tions of those in the menu. Among 
these is a diet for the older person 
and diets for children. 

Part of the Master Menu revi- 
sion has been the renaming of cer- 





The Dietetics Administration de- 
partment is edited by Margaret’ Gil- 
lam, dietetics specialist. 





tain diets. All diets on the menu 
are the same as the original ones, 
but some have been given new 
names in accordance with the trend 
toward standardization of dietary 
terminology. 

Diets on the Master Menu are 
the normal, soft, full liquid, high 
protein (approximately 120 grams 
protein for entire day), high 
calorie (approximately 3,000 cal- 
ories for entire day), low calorie 
(approximately 1,200 calories for 
entire day), low fat (40-50 grams 
fat for entire day), and measured 
or weighed. 


THREE STEFS 


HosPITALS readers will find no 
change in the Master Menu as 
printed in each issue of the mag- 
azine. Nor will the procedure for 
using the menu be changed. As 
before, there are three steps for 
getting the Master Menu from the 
magazine page to the hospital 
kitchen. Step 1 is HOSPITALS; step 
2, the transfer slips, and step 3, the 
wall cards. 

Step |: Each issue of HOSPITALS 
has a: complete month’s Master 
Menu, listed by day for the suc- 
ceeding month. The Master Menu 
for each day consists of 36 items 
divided by short rules into three 
groups. The first group, numbered 
1 through 6, is the breakfast menu. 
Dinner foods are numbered 7 
through 21, and luncheon or sup- 
per foods are numbered 22 
through 36. 

This numbering system is the 
key to using the Master Menu. 
Transfer slips and wall cards are 
numbered to correspond to the 
original listing in HOSPITALS, thus 
the transfer slip and wall card for 
breakfast are numbered for items 
1 through 6. For the dinner, both 
transfer slip and wall card are 
numbered for items 7 through 21, 
and the slips and cards for lunch- 
eon or supper are numbered 22 
through 36. 

Foods to be served on the normal 
diet are set in boldface type in 
HOSPITALS’ listing of the Master 
Menu. A glance through the Mas- 
ter Menu in this issue of HOSPITALS 
will show that items numbered 1, 
3, 4 and 6 are on the normal diet 
(set in boldface type) for each 
day’s breakfast menu. Similarly, 
food items on the dinner and 
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How to Use the Master Menus 








INSTRUCTIONS 


“Options! enless eppetiver oe moos Is trek jelee or vegetable jelce, le which case, serve. 


tis HOSPITALS : 


BASIC MENU PATTERN MASTER MENU 


Soup or Appetier 
Crackers 

Meat o Alternate 
Mast o Alternate 
Meat on Altemate 
Potatoes o Alternate 


Sealed 


Dessert 
Dessert 
Dessert 
Fruct 
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THE BREAKFAST wall 
card (at left) is for 
Master Menu foods 
numbered | -6. Af right 
is the transfer slip 
on which the break- 
fast menu should be 
written. 


DINNER wall cards 
are numbered 7-21. 
When the transfer 
slip is attached to 
the wall card, it will 
cover the second, 
third and fourth col- 
umns. 


LUNCHEON or sup- 
per wall cards are 
for selections num- 
bered 22-36. Menus 
for the eight diets 
are charted in the 
columns at the right 
on the card. 





INSTRUCTIONS 
1. Transfer list of numbered 3. Attach to the Master Menu 
food for specified day Card for the meal indicated. 
from Hosprrats, the Journal 4. Write to the American Hop 
of the American Hospital Asso. pital Association, 18 E. Divi- 
sion Street, Chica; 


cation 


on menu insert 
2. Fill in numbered and open additional Master Menu 
blanks where selection is indi- and subscriptions to 


prices 
formis, 
cards 

cated. Hoserrats. 





luncheon or supper menus with the 
same numbers are consistently set 
in boldface type. This numerical 
pattern is the same in every daily 
Master Menu. 


NUMBERS ARE GUIDE 


Just as foods to be served on the 
normal diet consistently carry the 
same numbers in the daily Master 
Menus, foods to be served on each 
of the seven special diets in the 
menu are consistently numbered. 
Special diet foods appear in light- 
face type in HOSPITALS listings. 
Numerical patterns for the special 
diets cannot be detected until the 
Master Menu has been transferred 
from the magazine page to transfer 
slips and attached to the wall 
cards. 

Step 2: Printed transfer slips 
have been prepared for each of 
the three daily meals. Hospitals 
may purchase pads of transfer 
slips from the American Hospital 
Association or they may mimeo- 
graph their own. Each slip has 
three columns, headed ‘Master 
Menu,” “Census or Quantity,” and 
“Instructions.” There are horizon- 
tal rules extending across the slip 
which are planned for double- 
spaced typewriter lines to facilitate 
typing the menu. 

At the top half of the breakfast 
transfer slip, the lines are num- 
bered 1 through 6, corresponding 
to the daily breakfast menu in the 
Master Menu. On these lines the 
numbered items for each day’s 
breakfast are typed or written in. 

At the bottom of the breakfast 
transfer slip, the lines are not 
numbered but list foods custom- 
arily served at each breakfast, such 
as toast, butter or margarine, and 


HOSPITALS 
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Food Conveyor with 


SEAMLESS TOP 
assures greater sanitation! 








This new development in food conveyor design means faster 
cleaning and better sanitation. The round and rectangular wells 
ate actually part of the top deck. There are no joints, openings, 
or crevices in which dirt or food particles can lodge. The highly- 
polished stainless steel surfaces, where wells meet top deck, are 
smooth and continuous, easy to keep clean and sterile. Blickman- 
Built electrically-heated- food conveyors are the only standard 
models offering a crevice-free top and one-piece body. This Selective Menu 
seamless construction protects insulation and electric heating Food Conveyor 
elements—permits cleaning by live steam and hot water. When e An important con- 

you purchase your next food conveyor, check these and other | tribution to successful 

outstanding features for sanitation, durability, and efficient per- ios aa mtr 8 


formance. There are no finer conveyors made. ety of inset arrangements 
: for selective menus. Built 
with sanitary seamless 


SEND FOR THIS ILLUSTRATED BOOK pith pan oar 
Describing complete line of Blickman-Built Food Conveyors, ice-free body. Ask us 
including the new “selective menu” conveyor. Indoor and . about Model ALS-4922. 


outdoor models available, with serving capacities from 15 
to 90 patients, S$. BLICKMAN, INC., 3808 Gregory Ave., WEEHAWKEN, N. J. 


oer k | 
° 8 : . S = > F 
icKman-Built Vise | 
FOOD SERVICE EQUIPMENT s r ; | A a a 
, 


COFFEE URNS STEAM TABLES FOOD CONVEYORS WORK TABLES 


You are welcome to our exhibit at the American Hospital Association Convention, Kiel Auditorium, St. Louis, Missouri, Booths No. 
1414-16-18-20 September 17 to 20. 
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beverage. These unnumbered items 
on the breakfast transfer slip—and 
they are also unnumbered on the 
breakfast wall card—are foods that 
should be served at the meal but 
are not included in HOSPITALS list- 
ings of the Master Menu. Unnum- 
bered items appear on the transfer 
slips and wall cards for dinner and 
luncheon or supper as well as 
breakfast. 

Transfer slips for dinner are 
numbered 7 through 21, for lunch- 
eon or supper 22 through 36, cor- 
responding to HOSPITALS listing. 
For each of the three meals, the 


dietitian or other director of food - 


service, should type or write on the 
appropriate transfer slip the foods 
listed in HOSPITALS, being careful 
to match the numbers in the orig- 
inal Master Menu listing with the 
numbers on the transfer slips. 

Step 3: Wall cards for break- 
fast, dinner, and luncheon or sup- 
per are approximately 12 inches 
long by 11% inches deep, of dur- 
able cardboard with a laminated 
surface. 

The first column at the left on 
each wall card is headed “Basic 
Menu Pattern” and lists the type 
of food served at the meal. Num- 
bers follow the food types that 
are on the Master Menu. Unnum- 
bered foods are in the column as 
well, below the numbered items. 
The second, third and fourth col- 
umns on the wall cards are the 
same size as the transfer slips and 
have the same headings. Transfer 
slips are attached each day to the 
wall cards with gummed trans- 
parent tape. Because the cards are 
laminated, the tape is easy to re- 
move at the end of the day. 


PATTERN FOR SPECIAL DIETS 


In the remaining eight columns 
at the right-hand side of the wall 
card are charted the eight Master 
Menu diets. Large X’s_ specify 
which foods are served on each 
diet. 

Wall cards should be placed in 
the same spot in the kitchen each 
day so that they can be consulted 
for the menu, instructions, and the 
quantity to prepare. 

The procedure for using the 
Master Menu outlined above is 
basically the same as it has always 
been. Wall cards are now larger 
and contain more information. 
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Transfer slips are correspondingly 
larger. 

For those who are using the ser- 
vice, frequent reference should be 
made to the “Master Menu Diet 
Manual.” The Master Menu is a 
flexible service that may be 
adapted to the particular needs of 
the individual hospital and used in 
many different ways. The manual 
explains a simple method for mak- 





ing a selective food service with 
the Master Menu. Fifteen modi- 
fications of Master Menu diets are 
discussed. Recommendations are 
given on how to select substitute 
foods when the Master Menu foods 
cannot, for one reason or another, 
be served. Finally, there are hints 
on how to use the Master Menu for 
better meals and meal-planning 
in the hospital. 


CUACUONGSUUSUL ETE 





DIETETICS ADMIN 


Fewer human errors 


A TRAGIC EPISODE in a Chicago 
hospital recently has brought about 
a new idea. It is another example 
of the cooperation of hospitals and 
industry always searching for ways 
to eliminate the possibilities of 
human error. 

The tragedy was the death of 
several infants. The cause — a 
formula room employee apparently 
substituted a cleaning compound 
for a powdered formula ingredient 
when preparing formulas for in- 
fant feedings. 

It is now reported that a manu- 
facturer of cleaning compounds 
has, at the instigation of the Chi- 
cago Health Department, modified 
its institutional detergent used par- 
ticularly for the cleaning of equip- 
ment for preparing and containers 
for dispensing baby formulas, to 
contain a harmless food coloring 
material (8D-1)*. This distinctive 
coloring should prevent its mis- 
taken use as an ingredient of hos- 
pital food preparations or baby 
formulas. 

Even this added safeguard 
should not preclude the establish- 
ment and enforcement of strict 
regulations covering the storage, 
handling and dispensing of deter- 
gents and cleaning compounds in 
the formula preparation room. 

The Association’s manual, “Pro- 

*Readers desiring to know the names of 

e s manufacturing or distributing 
the products described should address in- 
quiries to Hospitats, Editorial Department, 
18 E. Division Street, Chicago 10. For cor- 
venience, the code numbers that fol- 


low the items about which information 
is requested. 











cedures and Layout for the Infant 
Formula Room,” places the re- 
sponsibility in this manner: “It is 
the duty of the formula room su- 
pervisor to set up ‘written proced- 
ures for the various operations in- 
cluding directions for cleaning, and 
of supervising all procedures and 
directions to assure that they are 
understood and carried out.’ ” 


Water-heating equipment 
“Enough Hot Water — Hot 
Enough” is a recent publication 
on how to select water-heating 
equipment for commercial and 
industrial kitchens. (8D-2).* It 
discusses the need for ample quan- 
tities of both 180-degree and 140- 
degree water to meet modern 
standards of sanitation. The vari- 
ous types of dishwashing equip- 
ment are described, as are the 
different varieties, arrangements, 
and sizes of water-heating ap- 
paratus. Two methods are given 
for selecting the proper combina- 
tion of storage tank and gas water 
heater to avoid either undersizing 
or oversizing. Basic information is 
furnished on water and gas piping, 
venting and required clearances. 
An ample supply of 140-degree 
water is required for dishwashing, 
pot washing, general cleaning and 
other uses. The increased demand 
for sanitation by health officers 
and the public now requires more 
and hotter water in institution 
kitchens. Dishwashing requires 
adequate 170-degree to 180-degree 
water supply for the final rinse 
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Citrus fruits—among the richest known sources of vitamin C—also contain vitamins A and B, readily 
assimilable natural fruit sugars, and other factors, such as iron, calcium, citrates and citric acid. 





For all patients on surgical wards, to help insure maximal tissue repair 

and wound healing,""”* sound supporting therapy today usually calls for the 
routine administration of adequate vitamin C,* both pre- and post- 
operatively. The nutritional preparation of the patient is “best carried out 
by the normal oral route whenever possible.” Fortunately, most 

everyone likes the pleasing flavor of Florida citrus fruits, so rich in 
vitamin C, and contributing other nutrients. Whether fresh, canned or 
frozen, it is possible—under modern techniques of processing and storage— 
for citrus fruits and juices to retain their ascorbic acid content, 

and their flavor appeal, in very high degree over long periods.*”” Their 
energizing influence, because of their easily assimilable fruit sugars,* 

also gives constructive assistance in hospital care. 


FLORIDA CITRUS COMMISSION + LAKELAND, FLORIDA 


FLORIDA 


Oranges e Grapefruit «e Tangerines 




















to insure thoroughly sanitary 
dishes. The use of this 180-degree 
rinse assures that the dishes and 
silverware are germ-free and 
brings about savings through the 
elimination of toweling and pol- 
ishing. 

If these four items—(1) the 
maximum number of persons 
served per meal, (2) whether the 
dishwashing machines are single 
tanks or two tanks, (3) the length 
of the dishwashing period, and 


(4) the length of the meal period 
—are known, the tables given in 
the book will aid in the selection 
of the correct size of water heater. 


Steam timetable 


Food is prepared for steaming 
much the same as for boiling. One 
of the great advantages is that 
many foods can be cooked in cafe- 
teria inset pans and transferred 
directly to serving stations with- 
out additional handling. 








trol programs. 


18 East Division Street, 





A forceful approach.. 


...is required to beat inflation. The first 
and most important step is to set up records 


that will measure the effectiveness of con- 


“Food Cost Accounting’... 


...is a manual written especially for the 
small hospital (and equally useful for the 
large hospital for charting day-to-day 
costs). It can be used as the guide for 
setting up those necessary records. Dieti- 
tians or other food service authorities in 
Association member hospitals may order 


copies ($1.00 each) from the: 


AMERICAN HOSPITAL ASSOCIATION 


Chicago 10, Illinois 











One manufacturer has prepared 
a steam preparation timetable thet 
lists suggested cooking times for 
36 food items. (8D-3)* The small 
wall chart also lists about 10 prep- 
aration suggestions. 


For diet cheaters 


Probably nothing is as effective 
in emphasizing the dangers of poor 
dietary habits as a picture of what 
such habits can bring about. And 
when the picture can be humor- 
ous, it becomes even more effec- 
tive. 

A pharmaceutical manufacturer 
has used this idea in an entertain- 
ing yet useful way. This company, 
through excellent use of color pho- 
tography, produced eight posters 
showing what people might look 
like if they were made of the foods 
they overeat. Names have been 
given the five men and three wom- 
en so depicted. 

For example, there is Mr. Beeler, 
the between-mealer, whose clothes 
are made of chocolate bars and 
gumdrops and whose skin looks 


[e] Copyright Abbott Laboratories 


MR. BEELER 
(The between-mealer) 


suspiciously like the peanuts he 
eats so often. His hair is white— 
with popcorn. He has pretzel ears, 
a frankfurter nose and marsh- 
mallow eyes. The pupils are hard 
candy. (See picture.) 

Mr. Moss, the meat and potato 
man, has potato arms and hands, 
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Master Menus for September 


The September series of the American Hospital 
Association’s Master Menu is printed on the follow- 
ing pages. 

These menus reduce to a minimum the number of 
diets, simplify planning, decrease costs and conserve 
food preparation time. The general diet forms the 
basis of the seven most commonly used special hos- 
pital diets. Selections to be served on the general 
diet are set in boldface type in the Master Menus. 

Special diets in the menu plan are the soft, full 
liquid, high protein, high calorie, low calorie, low fat 
and measured or weighed. All except the full liquid 


diet have been planned to include the nine food 
essentials and servings required for nutritional 
adequacy. The menus are adaptable for selective 
service. 

New Master Menu kits containing the revised wail 
cards, sample transfer slips and the “Master Menu 
Diet Manual” are being mailed to all institutional 
members of the American Hospital Association. Other 
hospitals may receive a Master Menu kit, free of 
charge until September 15, 1951, by writing the 
Editorial Department of HospiITaLs. After September 
15, there will be a small charge for the kits. 


September menus are on the following pages. 





(Cj Copyright Abbott Laboratories 
MR. MOSS 
(The meat and potato -man) 
potato eyes and nose, a shoestring 
potato moustache and hair, a neck- 
tie of bacon, and is a genuine meat- 
head. (See picture.) There is plen- 


‘ty of fat in evidence. 


Others are Mrs. Sprucer, the 
miracle reducer; Mr. Weeder, the 
nico-feeder; Faddist Pearl, the 
salad girl; Mr. Drencher, the hun- 
ger-quencher (via highballs); 
Sweet-Tooth Bob, the vitamin 
snob; and Mrs. Peeler, the vitamin 
stealer, 

These posters, which contain no 
printing except the title, may be 
used by physicians in illustrating 
dietary faults. Hospital dietitians 
and administrators who are inter- 
ested may learn how to receive 
free copies of the 11 x 134%-inch 
posters, in color, by writing the 
Editorial Department of Hospt!- 
TALS, 18 E. Division Street, Chi- 
cago 10. 
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MAIN KITCHEN 
HARTFORD 
HOSPITAL 
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VAN-equipped hospital honored 
for its food service 


* Hartford Hospital, Hartford, won the coveted Merit Award 
in the Food Service Competition of the Magazine INSTITUTIONS. 
The Award informs a national audience of the efficiency of 
this operation. 


% Van takes pride in its part . . . responsibility for design and 
fabrication of equipment for kitchens, cafeterias, and decentra- 
lized food service for this important 16-story hospital. 


* If you require food service equipment improvements, get the 
benefit of Van's century of experience. 


She john Van Range © 


EQUIPMENT FOR THE PREPARATION AND SERVING OF FOOD 
DIVISION OF THE EDWARDS MANUFACTURING CO, 
Branches in Principal Cities 


224-244 EGGLESTON AVENUE 





CINCINNATI 2, OHIO 
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September 1 


. Plain cake 


Tomato juice 


. Tomato juice 


Puffed rice or granular 
wheat cereal 

Soft cooked egg 

Canadian bacon 

Cinnamon apple muffins 





Cream of mushroom soup 


. Croutons 


Veal fricassee 


. Roast veal 

. Stuffed potatoes au gratin 
. Noodles 

. Broccoli 

. Carrots 

. Pineapple and orange 


salad 


. Mayonnaise 

. Graham cracker custard 
. Baked custard 

. Cherry gelatin 

. Half grapefruit 

. Blended citrus juice 


. Alphabet soup 
. Saltines 
. Creamed dried beef in 


toast cups 


. Broiled chopped steak 
. Broiled chopped steak 
. Cubed potatoes 

. Asparagus 

. Lettuce wedge salad 
. French dressing 

. Fresh sliced peaches 
. Canned peaches 

. Baked custard 

. Fresh sliced peaches 
. Apple juice 

. Whole wheat bread 


September 2 


. Fresh plums 


Blended citrus juice 
Oatmeal or corn flakes 
Poached egg 

Link sausages 

Toast 


. Cranberry juice 





. Roast turkey—dressing— 


gravy 


. Roast turkey 

. Whipped potatoes 

. Whipped potatoes 

. Peas and mushrooms 


Peas 


. Celery hearts and radishes 


. Black raspberry ice cream 
. Vanilla ice cream 

. Raspberry ice 

. Honeydew melon 

. Orange juice or beef 


bouillon 


22. Tomato bouillon 

. Whole wheat wafers 

. Baked cheese sandwich 
. Crisp bacon 

. Lamb 
. Parsley potato balls 

. Green -beans 

. Apple, orange and grape 


chop 


salad 


. Mayonnaise 
. Chocolate pudding with 


meringue topping 
Canned Royal Anne 
cherries 
Chocolate pudding 
Unsweetened canned 
Royal Anne cherries 
Pineapple juice 


September 3 


. Orange juice 


Orange juice 

Crisp oat cereal or farina 
Scrambled egg 

Bacon 


. Raisin toast 


Consomme 

Melba toast 

Beef pie with biscuit 
topping 


. Broiled beef pattie 


Riced potatoes 

Sliced beets 

Sliced beets 

Mixed fresh fruit salad 

Fluffy cooked dressing 

White cake with caramel 
icing 

with lemon 

sauce 
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. Lemon and lime gelatin 





cubes 


. Fresh pear 
. Grapefruit juice 


. Cream of asparagus soup 
. Saltines 
. Cold sliced ham—potato 
salad 
. Cold sliced turkey—spin- 


ac 
. Cold 


h with lemon ' 
sliced turkey—spin- 
ach with lemon 


. Baked potatoes 


: Relishes—cucumber slices, 


earrot sticks and pickles 


. Prune whip 

. Prune whip 

. Baked custard 

. Unsweetened canned 


apricots 


. Limeade 
. Cloverleaf rolls 


September 4 


oce whore 


. Sliced bananas 
. Apricot nectar 
. Rolled wheat or puffed 


rice 
Poached egg 


. Grilled ham 


Coffee cake 


Beef broth with barley 


——— soe 


CUR COD Omen 


. Toast sticks 
. Creole liver 
. Baked liver 


Parslied potatoes 


. Parslied potatoes 

. Lima beans 

. Wax beans 

. Cottage cheese, chopped - 


olive and nut balls on 
lettuce 


. Fresh plums and seedless 


grapes 
. Strawberry Bavarian 


cream 


. Orange ice 
. Fresh plums and seedless 


grapes 


. Limeade 
. Tomato juice 


. Salmon loaf with pimento 


cream sauce 


. Hot minced beef 

. Coid roast beef 

. Cubed potatoes 

. Green peas 

. Jellied vegetable salad 
. Mayonnaise 

. Lemon delicious pudding 
. Canned peeled apricots 
. Vanilla ice cream 

. Orange sections 

. Beef bouillon 

. Butterhorn rolls 


September 5 


ROR ee ee ee 


. Grapefruit juice 
. Grapefruit juice 


Wheat flakes or oatmeal 


. Soft cooked egg 


Bacon 
Blueberry muffins 


Cream of celery soup 
Toasted crackers 


. Roast pork—spiced crab 


apple 
Roast lamb 


. Sealloped potatoes 


Potato balks 

Acorn squash 

Acorn squash 

Head lettuce salad 
Thousand Island dressing 
Peppermint ice cream 
Peppermint ice cream 
Strawberry gelatin 


. Unsweetened canned bing 


cherries 


. Orange juice 


. Beef bouillon 
. Saltines 


Eges a ia king on rusk 


. Creamed eggs on rusk 

. Baked veal pattie 

. Baked potatoes 

. Asparagus 

. Sliced tomato and cucum- 


ber salad 


. Celery seed French dress- 
i 


. Baked apple 
. Fresh applesauce 
. Floating island 


. Unsweetened baked apple 








35. Peach nectar 


36. Whole wheat bread 


September 6 


aoe Che 


. Honeydew melon 
. Blended citrus juice 
. Farina or wheat and bar- 


ley kernels 


. Serambled egg 


Canadian bacon 
Toast 


. French onion soup 


mh pak fh fa fd fed 


OR WONHO w+) 


| Shredded 


Cheese sticks 

Hamburger pattie with 
mushroom sauce 

Roast beef 

Oven browned potatoes 


. Whipped potatoes 
. Glazed carrots 


Sliced carrots 


. Fruited lime gelatin with 


bananas, nuts and 
orange salad 
Mayonnaise 


. Floating island 

. Floating island 

. Raspberry ice 

. Unsweetened canned 


I boy- 
senberries 


. Lemonade 
. Cranberry juice cocktail 


. Chicken and rice casserole 
. Chicken and rice casserole 


—spinach with lemon 


. Hot sliced chicken—spin- 


ach with lemon 


. Steamed rice (omit on 


Soft Diet) 


cabbage and 
green pepper salad 


. French dressing 
. Ginger bread with lemon 


sauce 


. Canned pears 

. Vanilla blanc mange 
. Half grapefruit 

. Beef bouillon 

- Whole wheat rolls 


September 7 


Fk et ek et et 


wNwree 
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. Orange halves 
. Orange juice 


Crisp rice or granular 
wheat cereal 
Poached egg 


. Country sausage 


Plain muffins 


Vegetable soup 


. Whole wheat wafers 
. Fried scallops — tartar 


sauce 


. Baked haddock 


Creamed potatoes 


. Cubed potatoes 


Sliced beets 


. Sliced beets 

. Tossed vegetable salad 
. Clear French dressing 

. Frozen boysenberries — 


coconut macaroons 


. Prune whip 

. Cherry gelatin 
. Tokay grapes 

. Grapefruit juice 


. Chicken noodle soup 
. Toasted crackers 
. Cold plate—cottage cheese 


on lettuce, sliced toma- 
toes, celery curls and 
olives 


. Cottage cheese 
. Cottage cheese 





sliced to- 
matoes—celery curls 


. Paprika potatoes 
. Green beans 


. Cherry roll 

. Canned fruit cup 

. Baked custard 

. Unsweetened canned 


Royal Anne cherries 


. Apricot nectar 
. French bread 


September 8 


— 





Aokeeotore 


o wad 


. Lamb chop 


. Tomato juice 


Tomato juice 


. Rolled wheat or corn flakes 
. Scrambled egg 


Bacon 


. Raisin toast 


Split pea soup 


Croutons 
Ham a la king 
points 


on toast 


a 
COND Rw; 





Baked potatoes 


. Baked potatoes 
E Spinach with lemon 


Spinach with lemon 


. Pear and macaroon crum) 


salad 


. Mayonnaise 

. Lemon meringue pie 
. Lemon pudding 

. Orange 
. Honeydew melon 


ice 


21. Limeade 


. Consomme 
. Toast sticks 
. Spaghetti with meat balls 
. Broiled beef pattie 


. Broiled beef pattie 


. Spaghetti and tomato 


puree 
. Peas 
. Lettuce wedge salad 
. Russian dressing 
. Fresh sliced peaches 
. Pineapple juice whip 
. Vanilla ice cream 
. Fresh sliced peaches 
. Orange juice 


. Hard rolls 


September 9 


1. Grapefruit juice 
2. Grapefruit.juice 


es 


Qos 


. Raisin bran flakes or 
farina 
. Soft cooked egg 
3rilled ham 
Toast . 


. Jellied beef broth 


DOM eee ee 
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Melba toast 

Maryland chicken—gravy 

. Baked chicken 

. Mashed potatoes 

Whipped potatoes 

. Brussels sprouts 

Mashed squash 

. Cinnamon apple salad 

. Whipped cream dressing 

. Baked custard 

. Baked custard 

. Whipped raspberry gelatin 

. Unsweetened canned fruit 
cocktail 

. Lemonade 


. Vegetable soup 


. Saltines 
. Tunafish salad—potato 
chips 


5. Creamed tunafish 


. Low fat tunafish 


7. Parslied potatoes 


. Sliced carrots 
. Relishes—radishes, cu- 
cumber slices, pickles 





. Prune and nut cake 

. Canned Royal Anne 
cherries 

. Soft custard 

. Fresh plums 

. Apple juice 

. Parker House rolls 


September 10 
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Ole oo | en | oie code 


. Sliced bananas 
. Blended citrus juice 


. Oatmeal or puffed wheat 


Poached egg 


. Link sausage 


Molasses branflake muffins 


. Cream of mushroom soup 


. Toasted crackers 


. Veal loaf—cranberry sauce 


Roast veal 


. Sealloped potatoes 
. Steamed potatoes in 


jackets 
French style green beans 
. French style green beans 
Diced pineapple, celery 
and white grape salad 


. Mayonnaise 


Chocolate ice cream 


. Chocolate ice cream 


Grape sponge 


. Sliced oranges 
. Orange juice 


. Chicken rice soup 
. Melba toast 
. Grilled tomato on toast 


with cheese sauce 


. Broiled liver 

. Broiled liver 

. Stuffed baked potatoes 

. Asparagus 

. Mixed green salad 

. Chiffonade dressing 

. Orange and seedless grape 


cup 
. Canned peaches 


HOSPITALS 




















at 


fins 
ip 


uce 


ans 
1S 


ape 

























AUGUST 1951, VOL. 25 


Va ble Di Cl for DeriggHNS 


eeethe hot, flaked whole wheat cereal 
containing natural bran 











When safe, gentle bulk is a necessary part of 
special diets, remember to include Pettijohns. 

Pettijohns is one of the most important single 
foods in soft-bulk diets. For here is warm, moist 
bran in its natural form . . . blended into a nutri- 
tious whole wheat cereal that contains whole 
grain food values of protein, minerals and B 
vitamins. A single serving (1 ounce, dry weight 
of Pettijohns, with sugar and four ounces of 
milk) makes the following contribution to the 
minimum daily adult requirements: 





Soft-Bulk Diets 
Need VARIETY, too! 


Try these delicious 
Pettijohns Cookies 









Thiamin. . . « « « + 16.20% 
Riboflavin . . . . « . 11.60% 
Irom 2. 3 0 3 ow ol et «(NGO 
Calcium . oo «© « « 20% 
Phosphorus. . . . . . 28.00% 
You'll find Pettijohns is a favorite with your 
patients. Even the most listless ys roi re- 
spond to its tempting nut-sweet flavor and 
flaky, whole-grain texture. 
Cooks to perfection in less than five minutes 
... costs less than a cent a serving. Serve 
Pettijohns regularly —ideal for soft-bulk diets. 





tee 1%; caps « ie ib 
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Another in the new series of Quantity Recipes ERS. a 

prepared for dietitians by the Quaker Oats Water cawies 111s deme scr t ies 

Institutional Test Kitchen. te te i 
a ole. e- tie tenns— 98 "add shortening, sugar, e&es 


3. 





t 
(350°F 


ces into mixer bowl. 


soda d spi ‘ 
» pe ——. —" at Lepeoe until smooth, about 1 wine. until blended, about 
an 
2. Add water, 
15 seconds. 


wheat and raisins. Beat at low speed only 
greased baking sheet and bake ins moderate oven 


teaspoon onto 
7) 12 to 16 minutes. 


THE QUAKER OATS COMPANY 
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34. 
35. 
36. 


September 11 


. Fresh pear 

. Prune juice with lemon 

. Corn flakes or granular 

wheat cereal 

. Serambled egg (omit on 
Low Fat Diet) 

Bacon 

. Toast 





Snow pudding with 
tard sauce 

Orange sections 

Peach nectar 

Whole wheat bread 


Seotech broth 
- Whole wheat crackers 
. Cubed steak 
. Broiled steak 
Mashed potatoes 
Whipped potatoes 
. Caulifiower 
Beets 
Tomato, green pepper and 
celery salad 
. Thousand Island dressing 
. Blueberry tarts 
. Peppermint tapioca 
. Lemon ice 
. Seedless grapes 
21. Blended citrus juice 
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olaelaaiiiladaded tot 
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. Cream of asparagus soup 

. Saltines 

. Baked eggs in bacon rings 

. Baked eggs in bacon rings 

. Baked ege 

. Cubed potatoes 

. Green peas 

. Grapefruit and pimento 
salad 

. French dressing 

31. Cup cakes with coconut 
frosting 

. Fresh applesauce 

. Baked custard 

. Fresh plums 

. Pineapple juice 

36. Butterscotch rolls 


September 12 


. Orange juice 

. Orange juice 

Farina or shredded wheat 
. Soft cooked egg 

Canadian bacon 

Coffee cake 


Som Cobo 


. Alphabet soup 
. Toast sticks 
. Chicken croquettes— 
cream sauce with peas 
. Stewed chicken 
. Steamed rice 
. Steamed rice 
. Savory carrots with onions 
and celery 
. Carrots 
. Head lettuce salad 
. Celery seed dressing 
. Pineapple ice 
. Vanilla ice cream 
. Strawberry gelatin 
Unsweetened canned 
blackberries 
. Grapefruit juice 


fat et pt et 
co-l 
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. Vegetable soup 
. Crackers 
24. Sealloped potatoes and 


ham 

. Scalloped potatoes with 
beef 

. Baked veal chop 

. Potato balls (omit on Soft 
Diet) 

. Spinach with lemon 

. Apple, orange and fresh 
pear slices salad 

. Mayonnaise 

. Lemon sponge pudding 

. Canned peeled apricots 

. Vanilla ice cream 

. Sliced bananas 

. Limeade 

. Cheese rolls 


September 13 

. Fresh plums 

. Blended citrus juice 

. Bran flakes or hominy 
Poached egge 

Grilled ham 

Toast 


. Vegetable juice cocktail 


Roast lamb, mint sauce 
Roast lamb 

Candied sweetpotatoes 
. Cubed potatoes 

. Braised celery 

. Asparagus 
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. Apricot and cream cheese 


balls rolled in nuts on 
watercress 


16. Mayonnaise 
17. Spice cake with seafoam 
icing 
18. Cottage pudding with 
lemon sauce 
19. Cranberry ice 
20. Honeydew melon 
21. Orange juice or consomme 
22. Cream of pea soup 
23. Saltines 
24. Barbecued hamburger on 
bun 
25. Broiled beef pattie— 
mashed squash 
26. Broiled beef pattie— 
mashed squash 
ty Riced potatoes 
29. Shredded cabbage salad 
30. French dressing 
31. Orange and grapefruit sec- 
tions cup—chocolate 
chip cookies 
32. Orange sections 
33. Cherry sponge 
34. Orange and grapefruit 
sections 
35. Apple juice 
36. ———— 
September 14 
1. Grapefruit juice 
2. Grapefruit juice 
3. Rolled wheat or crisp rice 
cereal 
4. Scrambled egg (omit on 
Normal Diet) 
5. Bacon 
6. French toast—jelly 
7. Cream of celery soup 
8. Croutons 
9. Stuffed baked haddock— 
paprika lemon garnish 
10. Baked haddock 
11. Parslied potatoes 
12. Parslied potatoes 
13. Harvard beets 
14. Spinach 
15. Mixed green salad 
16. French dressing 
17. Apple pie 
18. Orange chiffon pudding 
19. Whipped cherry gelatin 
20. Fresh fruit cup 
21. Lemonade 
ty Tomato juice 
24. Cheese fondue 
25. Cottage cheese 
26. Cottage cheese 
27. Baked potatoes 
28. Whole green beans 
29. Lettuce wedge salad with 
radish garnish 
30. Chiffonade dressing 
31. Lemon flake ice cream 
32. Prune whip 
33. Floating island 
34. Malaga grapes 
35. Beef bouillon 
36. Cloverleaf rolls 


September 15 
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. Orange halves 

. Orange juice 

. Corn flakes or oatmeal 
. Soft cooked egg 

. Link sausage 


Nut muffins 


Cream of vegetable soup 
Melba toast 

Beef stew 

Broiled beef pattie 


Stuffed baked potatoes 


. Broccoli 


Carrots 
Cherry perfection salad 
Mayonnaise 


. Coconat cream pudding 
. Vanilla pudding 


Lemon ice 
Unsweetened baked apple 
Blended citrus juice 


Consomme 


. Toasted crackers 
. Assorted cold cuts— 


creamed potatoes 


. Hot veal cubes 

. Hot veal cubes 

. Noodles 

. Peas 

. Tomato and cucumber 


salad 


. Tarragon dressing 
. Fresh pear 
. Canned pear 





33. 
34. 
35. 


36. 


Baked custard 
Fresh pear 
Mixed fruit juice 
Rye bread 


September 16 


a5 


- Blended citrus juice 
. Granular wheat cereal or 


Persian melon or canta- 
loupe 


puffed rice 
Poached egg 
Bacon 


. Toast 


. Cream of corn soup 


BND et et et et et et ee 


. Saltines 


Baked ham 

Baked veal chop 
Mashed sweetpotatoes 
Whipped potatoes 
Green beans 


. Green beans 
. Celery hearts and olives 


. Vanilla ice cream 
. Vanilla ice cream 
. Lemon snow 

. Fresh plums 

. Limeade 


- Tomato bouillon 
. Cheese crackers 
. Sealloped tuna 
. Scalloped tuna 


Low fat tuna 


. Potato balls 
. Sliced beets 
. Endive and grapefruit sec- 


tions salad 


. French dressing 

. Whipped raspberry gelatin 
. Whipped raspberry gelatin 
. Chocolate pudding 

‘ Unsweetened eanned bing 


cherries 


. Pineapple juice 
. Whole wheat rolls 


September 17 


iat te 
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19. Assorted gelatin 
20. 


21. 
22. 
. Saltines 
24. 


25. 


26. 
27. 


28. 
29. 
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. Orange juice 
. Orange juice 
. Wheat flakes or farina 


Soft cooked egg 


. Country sausage 


Toast 


. Vegetable soup 


Toast sticks 
Liver and bacon 


. Broiled liver 
. Sealloped potatoes 


Baked potatoes 


. Julienne carrots 

. Julienne carrots 

. Lettuce wedge salad 

. Thousand Island dressing 
. Pineapple chiffon pie 

. Assorted gelatin cubes, 


custard sauce 

cubes 

Unsweetened canned fruit 
cocktail 

Grapefruit juice 


Cream of potato soup 


Ribbon sandwiches — 
ground ham spread, 
cream cheese and 
chopped olives 

Pear and cottage cheese 

salad 

Broiled beef pattie 

Quartered steamed po- 
tatoes 

Asparagus 

Fresh pear slices, bing 
cherries and melon cube 
salad 


. Whipped cream dressing 
. Fudge cake with mocha 


icing 


. Orange sections 
. Grape sponge 

. Orange sections 
. Apple juice 


September 18 


— it 
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. Grapefruit juice 
. Grapefruit juice 


Oatmeal or corn flakes 


. Serambled egg (omit on 


Low Fat Diet) 
Canadian bacon 
Date muffins 


Consomme 


. Melba toast 


Chicken fricassee—cran- 
berry jelly 


. Hot sliced chicken 
. Mashed potatoes 
. Whipped potatoes 


13. Cauliflower 

14. Peas 

15. 

16. —-—- . 

17. Meringues topped with 
frozen peach slices 

18. Butterscotch pudding 

19. Orange ice 

20. Honeydew melon 

21. Lemonade 

22. Cream of mushroom soup 

23. Crackers lJ 

24. Link sausage—fried apple: 

25. Creamed hard cooked ege: 
on toast 

26. Plain omelet 

27. Parslied potatoes 

28. Green beans 

29. Raw spinach with carrot 
flowers and chopped 
celery salad 

30. French dressing 


31. Tapioca cream 
. Canned peaches 
. Baked custard 
. Seedless grapes 
. Apricot nectar 
. French bread 


September 19 


Orange juice 

Orange juice 

Bran flakes or hominy 

. Poached egg (omit on Nor- 
mal Diet) 

. Grilled ham 

French toast—jelly 


mOOobe 


or 


o 


Cream of spinach soup 
Croutons 

. Baked veal pattie 

. Baked veal pattie 

. Creamed cubed potatoes 
Boiled potatoes 

Mixed vegetables 
Latticed beets 

Banana and nut salad 
Mayonnaise 
Lemon sherbet 

. Lemon sherbet 

. Assorted gelatin 
. Half grapefruit 
. Blended citrus juice 
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. Vegetable soup 

. Saltines 

. Stuffed baked potatoes 
with cheese topping— 
hard cooked egg halves 

5. Lamb chop 

. Lamb chop 

27. Stuffed baked potatoes 

. Carrots 

. Apple, pineapple and To- 
kay grape salad (un- 
sweetened pineapple for 
Low Calorie and Weigh- 
ed Diets) 

. Chantilly dressing 

31. Norwegian prune pudding 

. Fresh applesauce 

. Vanilla ice cream 

34. Unsweetened canned 

blackberries 
Grapeade 
Bran muffins 


bobo be 
OO DO 





35. 
36. 


September 20 


1. Tomato juice 

2. Tomato juice 

3. Rolled wheat or crisp rice 
cereal 

4. Soft cooked egg 

5. Bacon 

6. Graham muffins 





7. Beef broth with julienne 
vegetables 

8. Whole wheat wafers 

9. Roast beef—gravy 

Roast beef 

Browned potatoes 

Whipped potatoes 

Lima beans 

Wax beans 

Cucumber, radish and 
green pepper on water- 
cress 

16. French dressing 

17. Dutch apple cake 

18. Apricot Bavarian cream 

19 
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. Lemon ice 
0. Unsweetened canned 

peaches 

21. Lemonade 





. Cream of celery soup 

. Toast sticks 

. Cold sliced ham—cucum- 
ber pickle slices 

25..Cold sliced chicken 

26. Cold sliced chicken 

27. Steamed rice 

. Peas 
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Laboratory and clinic tests prove that evaporated 
milk is not only more nourishing, safer, and more 
digestible for babies... it is also more economical for 
F h Ou Se fo rm Tl | hospitals than any other form of whole milk, or any 
or your infant feeding “compound”. No wonder recent sur- 
veys show that 80% of the hospitals that have a house 

formula use evaporated milk for infant feeding! 


use Carnation oon the milk And out of the hundreds of brands of evaporated milk, 


Carnation is one that every doctor knows... one that 
eve ry do ctor knows has been selected by America’s leading hospitals. Ask 

the doctors on your staff about these outstanding char- 
acteristics of Carnation that have made it a favorite 
for more than half a century: 





1. Carnation Research Has Improved 

the Raw Milk Supply 
For years, champion cattle from the famous Carnation 
Farm have been distributed to dairy farmers all over 
the country, thus improving the local milk supply to 
the Carnation evaporating plants. 


2. Carnation Accepts Only Top-Quality 

Milk for Processing 
Carnation Field Men regularly check the farmer's 
herds, sanitary conditions of the farm, and equipment. 
Milk is rejected if it fails to meet any single one of 
Carnation’s high standards. 


3. Carnation Processes All the Milk 
Sold Under the Carnation Label 

From cow to can, Carnation Milk is under Carnation’s 
own continuous control. It is processed in Carnation’s 
own plants with “prescription accuracy” to insure uni- 
formity of milk solid content, curd tension, viscosity 
and quality. Carnation never has—and never will—sell 
milk processed by another company. 


4. Carnation Quality Control Continues Even 
AFTER the Milk Leaves the Plant 

Every can of Carnation bears a control code number 

... 80 that Carnation representatives can check stocks 

regularly after they're shipped, to be sure hospitals 

(and mothers) receive fresh, quality milk. 


No matter what kind of milk you are now using, you 
should investigate the advantages of Carnation Evap- . 
orated Milk for your house formula. Carnation is un- 
usually simple to prepare—works equally well with 
terminal heat or standard technique... with pressure 
or non-pressure terminal heating equipment. Order a 
supply of Carnation Milk today, and mail the coupon 
below for free maternity ward material. 


Mail This Coupon Today 


df nation camennon ‘company 


Los Angeles 36, Calif. 


uF 
Coa =) Please send me—free of any cost or obligation—a supply of crib 


cards, formula cards, and baby care leaflets, for use in our hospital. 

fons ees Ly Carnation is an especially 
ay) . SN 4% suitable milk for infant 

oO 4S ® feeding, and for bland and 
a : special diets. It bears 

is EVAPORATE D \ the seal of acceptance of 

. the Council on Foods and 

. - | L Nutrition of the American 

x MIN 5 INCREASED - HOMOGEN e Medical Association. 





NAME 





POSITION. 





HOSPITAL 





ADDRESS 


CITY. ZONE——STATE 
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. Unsweetened 
. Limeade 
. Parker House rolls 


. Grapefruit and orange sec- 


tion salad 


. Mayonnaise 
. Baked custard 
. Canned peeled apricots 


Baked custard 
baked apple 


pennant 21 


36. 





. Asparagus 
. Asparagus with 


. Cottage cheese 
. Cubed potatoes 


- Vanilla blanc 
. Fresh 
5. Beef bouillon 


. Grapes 
. Grapefruit 
. Corn flakes or granular 


juice 


wheat cereal 


. Serambled egg 
. Link sausage 
. Raisin toast 


. Cream of pea soup 
. Saltines 


Cod fillets a la creole 
Baked cod 


. Baked potatoes 
. Baked potatoes 


Spinach with lemon 
Spinach with lemon 


. Celery hearts and stuffed 


olives 


Cherry cobbler 





. Cherry tapioca 

. Strawberry gelatin 
. Sliced oranges 

. Orange juice 


2. Tomato juice 


with 
sauce on toast 


cheese 


cheese 
Sauce on toast 





asparagus 


. Melon ball salad 
. Fruit salad dressing 
. Old fashioned 


bread 
ding with raisins 


- Canned Royal Anne 


cherries 
mange 
pear 


Whole wheat bread 


nee 22 


1 


“. 


Solem CS 


| 


fa pk hh fd 
Cie COD SO OAT | 


doh eee 


owns 


. Banana 


Apricot 
juice 


nectar with lime 


. Farina or shredded wheat 
. Poached egg 
. Bacon 


Coffee cake 





. Beef bouillon 

. Toast sticks 

. Corned beef 

. Roast lamb 

. Boiled potatoes 
. Boiled potatoes 
. Cabbage wedge 


Sliced carrots 

Peach stuffed with apple, 
orange and pecans 

Mayonnaise 


. Chocolate sundae 

- Vanilla ice cream 

. Orange ice 

- Unsweetened baked apple 
- Grapefruit juice 





. Cream of chicken soup 
. Crackers 
- Deviled eggs and tomato 


salad—potato chips 


. Scrambled eggs 


Baked veal chop—sliced 
tomatoes 


7. Noodles 
. French 


style green beans 


. Pineapple nut torte with 


whipped cream 


. Canned pears 
. Snow 


pudding with cus- 
tard sauce 


. Fresh plums 
- Mixed fruit juice 
. Butterhorn 


rolls 


September 23 


Fresh pear 

Blended citrus juice 
Puffed rice or rolled wheat 
Soft cooked egg 


. Canadian bacon 
. Toast 


. Consomme 
. Saltines 
9. 


Turkey a la king in pattie 
shells 
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Stewed chicken 
Mashed potatoes 
Whipped potatoes 


. Baked Hubbard squash 
. Baked Hubbard squash 


Head lettuce salad 

Thick French dressing 

Sliced oranges and coconut 

Raspberry gelatin cubes 
with custard sauce 


. Raspberry gelatin 
. Seedless grapes 
. Limeade 


. French onion soup 
. Cheese sticks 
. Meat loaf, tomato sauce 
. Broiled beef pattie 
. Broiled beef pattie 
. Baked potatoes 
. Green peas 
. Cabbage, carrot and green 


pepper salad 


. Tarragon dressing 
. Floating island 

. Orange sections 

. Floating island 

. Half grapefruit 

. Peach nectar 

5. Plain muffins 


September 24 





1. Orange juice 

2. Orange juice 

3. Oatmeal or wheat flakes 

4. Scrambled egg 

5. Bacon 

6. Toast 

7. Cream of asparagus soup 

8. Melba toast 

9. Baked pork chops 

10. Roast beef 

11. Glazed sweetpotatoes 

12. Baked potatoes 

13. Broccoli 

14. Fresh spinach 

15. Pineapple and cucumber 
jelly salad 

16. Mayonnaise 

17. Prune whip 

18. Prune whip 

19. Lemon ice 

20. Unsweetened canned 
apricots 

21. Grapefruit juice 

22. Beef bouillon 

23. Saltines 

24. Spaghetti with sliced 
frankfurter 

25. Chicken livers — crisp 
bacon—asparagus 

26. Chicken livers—asparagus 
—grilled tomato slice 

27. Riced potatoes 

28, ———— 

29. Mixed green salad 

30. Russian dressing 

31. Lemon eake pudding 

32. Canned peaches 

33. Vanilla ice cream 

34. Sliced bananas 

35. Pineapple juice 

36. Hard rolls 

September 25 

1. Grapefruit juice 

2. Grapefruit juice 

3. Crisp oat cereal or hominy 

4. Poached egz 

5. Link sausage 

6. Pecan rolls 

7. Turkey rice soup 

8. Saltines 

9. Lamb stew with green 
beans 

10. Roast lamb 

11. Parslied potatoes 

12. Parslied potatoes 

13. Whole kernel corn 

14. Carrots 

15. Pear and paprika cottage 
cheese salad 

16. Mayonnaise 

17. Frozen rhubarb or rasp- 
berry pie 

18. Chocolate pudding 

19. Grape sponge 

20. Fresh plums 

21. Blended citrus juice 

22. Consomme 

23. Toasted crackers 

24. Salmon croquettes, cream 
sauce 

25. Creamed salmon on toast 

26. Cold sliced chicken 

27. Potato balls 

28. Green beans 

29. Sliced tomato salad 

30. French dressing 


. Jellied fruit 


32. Jellied Canned fruit 

33. Baked custard 

34. Unsweetened canned fruit 
cocktail 

35. Apple juice 

36. French bread 


September 26 


. Honeydew melon 

. Orange juice 

. Granular wheat cereal or 
crisp rice cereal 

. Serambled egg 

. Grilled ham 

Toast 


. Vegetable soup 


. Melba toast 

. Swiss steak 

. Broiled beef pattie 

Mashed potatoes 

. Whipped potatoes 

. Brussels sprouts 

. Asparagus 

Apples, celery and Malaga 
grape salad 

Chantilly dressing 

. Peach ice cream 

. Peach ice cream 

. Raspberry ice 

. Fresh pear 

. Grapefruit juice 


ae et 
CUR CNH OO OA1| SOR Cole 


Dee ee 
SOO 


ew 
tw 


. Cream of corn soup 


tw 
wo 


. Toast sticks 

24. Open-faced grilled cheese 
sandwich with bacon 

25. Cottage cheese 

26. Cottage cheese 

27. Baked potatoes 

28. Peas 

29. Grapefruit and green 
pepper salad 

30. French dressing 

31. Cottage pudding with 
brown sugar sauce 

32. Canned peeled apricots 

33. Chocolate ice cream 

34. Unsweetened canned 
boysenberries 

+ Lemonade 





September 27 


. Tomato juice 

. Tomato juice 

Shredded wheat or oatmeal 
. Poached egg 

Bacon 

Blueberry muffins 


a 


. Split pea soup 
Croutons 
Ham loaf with grilled 
pineapple slice 
. Baked chicken 
. Creamed potatoes 
Potato balls 
. Fresh spinach 
. Fresh spinach 
. Tossed vegetable salad 
. French dressing 
. Apricot whip 
Apricot whip 
. Orange gelatin 
. Sliced bananas 
. Limeade 


Ie ok | 


DODO ee 
ROM OANA RWNH SOS 


to 
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. Cream of mushroom soup 


23. Whole wheat crackers 

24. Beef pie in casserole 

25. Casserole of minced beef 
with potato topping— 
carrots 

26. Roast beef—carrots 

27. Whipped potatoes (omit 
on Soft Diet) 


29. Head lettuce salad 

30. Celery seed dressing 

31. Fresh fruit cup 

32. Fresh applesauce 

33. Snow pudding with cus- 
tard sauce 

34. Fresh plums 

35. Mixed fruit juice 

36. Whole wheat bread 


September 28 


. Grapes 

. Blended citrus juice 

Rolled wheat or corn 
flakes 

. Soft cooked egg 

Canadian bacon 

Cinnamon rolls 


Ane Wr 


Cream of lima bean soup 

Saltines 

. Broiled halibut with lemon 
parsley sauce 

. Broiled halibut 

. Au grautin potatoes 

. Parslied potatoes 

. Sliced beets 


woo-] 


fe ff 
SNK oS 





. Sliced beets 
. Perfection salad 


Mayonnaise 
Fresh pear 


. Floating island 


Lime ice 


. Unsweetened canned fruit 


cocktail 


. Orange juice 


. Vegetable soup 
. Toasted crackers 
. Creamed hard cooked eggs 


on toast points 


. Creamed hard cooked eggs 


on toast 


. Plain omelet 

. Stuffed baked potatoes 
. Green beans 

. Orange and banana 
. French dressing 

. Gingerbread with whipped 


salad 


cream 


. Canned Royal Anne 


33. 
34. 


35. 
36. 


cherries 
Floating island 
Unsweetened canned 
Royal Anne cherries 
Apple juice 
Whole wheat bread 


September 29 


on) 


Dike OD 


. Tomato 
. Saltines 
. Hamburger on toasted bun 
. Broiled 
5. Broiled beef pattie 

. Potato balls 

. Mashed squash 

. Shredded cabbage salad 
. Sour cream dressing 


. Grapefruit juice 
. Grapefruit juice 


Wheat flakes or farina 


. Poached egg 
. Grilled ham 


Toast 


Cream of potato soup 


. Toasted crackers 


Beef heart with rice and 


tomato sauce 


. Roast veal 


. Cubed potatoes 
. Green peas 


Green peas 

Pineapple ring salad 
topped with melon balls 

Fluffy dressing 

Angel food cake with 
white icing 


. Angel food cake 
. Whipped strawberry 


gelatin 


. Honeydew melon . 
. Blended citrus juice 


bouillon 


beef pattie 


Apple crisp 


. Canned pears 
. Vanilla 
. Unsweetened baked 
5. Pineapple juice 


blanc mange 
apple 


oe 30 


SO 


Chicken 


wor 
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. Celery 


. Orange halves 
. Orange juice 
. Granular wheat cereal or 


crisp oat cereal 


. Scrambled egg 


Bacon 
Raisin toast 


bouillon 
Melba toast 

Fried chicken 
Hot sliced chicken 
Mashed potatoes 


. Whipped potatoes 
. Broccoli 


Wax beans 
heart—radishes 





. Strawberry sundae 
. Chocolate sundae 
. Lemon ice 

. Unsweetened 


canned bing 


cherries 


. Grapefruit juice 


22. Cream of celery soup 

. Croutons 

. Canadian bacon—hominy 
. Crisp bacon 

. Cold sliced veal 

. Baked potatoes 

. Asparagus 


Apple and grapefruit salad 


. Mayonnaise 

. Chocolate pudding 
. Canned peaches 

. Baked custard 

. Fresh pear 

. Grapeade 

>. Nut muffins 
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Good Samaritan Hospital Finds 





Frigidaire Solves 
Air Conditioning Problem 


Maintaining a comfortable temper- 
ature in the nursery had always been 
a problem at the Good Samaritan 
Hospital, Dayton, Ohio. First, the staff 
tried fans. Then air was blown over 
ice to bring relief to the babies and 
avoid heat rash and fevers on hot, 
humid days. 

In 1947, three 4 hp Frigidaire 
Room Air Conditioners were installed 
in the nursery. Since then, the temper- 
ature can be kept at 75°, the humidity 
between 50% and 60%. And twenty 
more basinettes have been placed in 
the same room. The hospital is now 
using its Frigidaire Conditioners for 
the fourth consecutive summer. 


FRIGIDAIRE 


Over 400 commercial refrigeration and air conditioning products— 
most complete line in the industry. 


AUGUST 1951, VOL. 25 


The Good Samaritan like so many 


-other hospitals has discovered that 


Frigidaire products always give years 
of trouble-free service at really low 
operating costs. So whatever your hos- 
pital’s refrigeration or air conditioning 
need, call your nearby Frigidaire 
Dealer or the District Headquarters 
office that serves you. Look for the 
name in the Yellow Pages of your 
phone book under “Refrigeration 
Equipment.” Or write Frigidaire Divi- 
sion of General Motors, Dayton 1, Ohio. 
In Canada, Leaside (Toronto 17), 
Ontario. (Ask, too, for Frigidaire’s 
free Refrigeration Security Analysis of 
your refrigeration costs!) 








Here are some of the ways Frigidaire 
can serve your Hospital 






Frigidaire Reach-In Refrigerators keep 
foods fresher longer, cut shrinkage, spoilage 
to minimum. Sizes range from 17 cu. ft. to 
62 cu. ft. models. Models also available with 
special interiors for safekeeping of bio- 
logicals and medicinals. 






















Frigidaire Low-Temperature Cabinets 
provide safe cold for frozen foods and ice 
cream. Ideal for hospital cafeterias and diet 
kitchens. These cabinets are powered by 
Frigidaire’s famous Meter-Miser compres- 
sors, backed by a 5-Year Warranty. 


Frigidaire Compressors operate on a 
trickle of current—save hospitals money. 
Used with walk-in coolers and in other re- 
frigeration installations. Famous Meter- 
Miser available in %, %, and % hp sizes. 
Reciprocating compressors up to 25 hp. 


Other Frigidaire products for hospitals 
include large self-contained and central 
system air conditioners, water coolers, bev- 
erage coolers and ice makers. 













Sound Conditioning tt a Sound lmedihueri... 










































Hundreds of hospitals all over the coun- 
try have found that job-proved Acousti-Celotex 
Sound Conditioning is a sound investment that pays 
double dividends. 


First—it protects patients from the disturbing effects 
of unwanted noise, brings the quiet comfort essential 
for speedy recovery! Second—it creates the restful 
environment doctors, nurses and service personnel 
need for maximum working efficiency! 


A sound-absorbing ceiling of Acousti-Celotex Tile 
instantly quiets routine noises in lobbies, corridors, 
kitchens, wards, nurseries. Quickly installed at mod- 
erate cost! Standard perforated Acousti-Celotex Tile 
requires no special maintenance—can be painted re- 
peatedly and washed without impairing sound- 
absorbing capacity. 








THE CELOTEX CORPORATION, 











PRODUCTS FOR EVERY SOUND CONDITIONING PROBLEM 








As a member of the world’s most experienced Sound 
Conditioning organization, your local distributor of 
Acousti-Celotex products can assure you—in ad- 
vance—the most efficient, most attractive installa- 
tion possible. He has the broad training and 
‘**know-how’’—the job-proved methods—the com- 
plete line of top quality materials necessary to meet 
every specification, every requirement, every build- 
ing code! 

FOR A FREE ANALYSIS of your particular noise prob- 
lem, write now for the name of your local distributor 
of Acousti-Celotex products. We will also send you a 
free copy of the informative booklet, ‘““The Quiet 
Hospital’’—on request. Address: The Celotex Cor- 
poration, Dept. F-81, 120 S. La Salle St., Chicago 3, 
Ill. In Canada: Dominion Sound Equipments, Ltd., 
Montreal, Quebec. 


Acousn-Cevorex 


U. 5. PAT. OFF 


Sound Conditioning Products 





120 S$. LA SALLE ST., CHICAGO 3, ILLINOIS 
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For economy of operation— 


maintain what you have 


A. F. FRAMPTON 


N THESE DAYS of shortages of 

materials and of slow deliv- 
eries, it becomes more important to 
keep equipment operating in good 
order with as little repair and re- 
placement as possible. The best 
way to do this is to service the 
equipment regularly and carefully. 
In other words, establish a good 
preventive maintenance program. 
We, at the City Hospital of Akron, 
have organized a program which 
can be adapted to almost any size 
of institution. 

Everybody seems to agree that 
preventive maintenance is very de- 
sirable. The board of trustees, the 
administrator, the various depart- 
ments of the hospital (the mainte- 
nance department in particular) 
and the patients, all would prefer 
that trouble be eliminated before 
it happens. 

Certainly the board of trustees 
would rather know in advance just 
how much money is to be required 
for repairs and replacements than 
to be called upon, unexpectedly, 
for money to replace some expen- 
sive equipment that has been worn 
out prematurely because of faulty 
maintenance. 

The administrator also would be 
relieved of much annoyance if he 
could accurately budget his main- 
tenance expenditures in advance 
and if the daily routine of the hos- 
pital would not be continually up- 
set by poorly maintained systems 
and equipment. The_-arifoyance 


caused by faulty equipment and | 


sloppy maintenance can cause 
dissatisfaction among all personnel. 


Mr. Frampton is the director of mainte- 
Nance of The City Hospital of Akron, 
Akron, Ohio. This article is adapted from 
ry i delivered at the Ohio meetings in 

Til, 
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The maintenance men who must 
make these unscheduled repairs 
usually are more upset than those 
who must use the equipment. The 
men resent being called from a job 
to make a rush repair. They can do 
better work and accomplish more 
if they can plan their work in ad- 
vance, get the tools and materials 
ready, and then stay on the job 
until the work is finished. 


’ The head of the maintenance de- 
partment gets a feeling of satisfac- 
tion when all the work goes ahead 
as planned and is uninterrupted by 
too many emergency calls. An un- 
expected breakdown usually makes 
double work for him. He must de- 


vise some means of making tem- 
porary emergency repairs and then 
he must plan the permanent re- 
pairs. 

A patient entering the hospital 
would have more confidence in the 
institution if he found clean, com- 
fortable, well maintained build- 
ings and smoothly operating equip- 
ment. 

Preventive maintenance is very 
desirable but it is not accomplished 
by wishing. It takes a considerable 
investment in time, thought and 
money. 

Trying to establish a system of 
preventive maintenance may seem 
like trying to lift yourself by the 
bootstraps. The maintenance men 
are too busy trying to catch up to 
that stack of orders for emergency 
repairs to make their scheduled 
service inspections. 

If this is true, then additional 
help should be provided so that 
schedules can be maintained. 
Emergency work should be re- 
duced considerably after the pro- 
gram has been completed, and the 
force then can again be reduced. 

Care should be exercised in the 
assignment of work. A man should 
not be assigned to a job unless he 
is capable of doing it well. He 
should know that he is expected 
to make permanent repairs. Some- 


MAINTENANCE men should not depend upon memory for servicing information. Daily refer- 
ence to the forms below will make certain that all machines will be serviced regularly. 







































MAINTENANCE REQUISITION 


Please do the following work for: 


Date 








Work done by: 




















Requested by. 








“Director 


‘No maintenance work except emergencies, ‘si tinss Nae ok seks ne list will be undertaken 
‘cell his Order fe ude sod approvely MMateubaeh shea Gl'sbs 5 copy of tas ardar fer ai wh 


Form MA (1 


i 


WORK order blanks are particularly useful in recording service requests which are re- 
ceived over the telephone. They can also be used by the engineer to check the day's work. 


times a man will have the mis- 
taken idea of saving money by 
patching something together in 
order to get a little more service 
out of it. Quite often this is a 
source of trouble. The men should 
understand that the best job is the 
cheapest job in the long run. 

Each man _ should understand 
just what his duties are and what 
equipment he is responsible for. 
He should be taught where his re- 
sponsibilities end and what he 
should leave alone. He should be 
instructed to make reports on any 
indications of trouble that he finds. 
He should be given written orders 
for service inspections, and he 
should sign the order and turn it in 
with a complete report when the 
service has been completed. 

Regularly scheduled inspections 
are necessary and important but 
without a systematized procedure, 
one would find it difficult to main- 
tain such schedules. 


TYPES OF INSPECTIONS 


There are three types of inspec- 
tions that should be made. The 
first is a general inspection of the 
entire premises by the head of the 
department to make sure that 
nothing is missed. A second type 
would be one such as the inspec- 
tion and repair of all leaking 
faucets or the inspection and re- 
placement of all faulty lamp cords, 
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pull strings, switches and recepta- 
cles. The third type of inspection 
is concerned with a specific ma- 
chine and a specified service to the 
machine. 

Memory is not reliable enough 
for the third type of inspection. 
A man might remember that suc- 
tion machines are to be _ lubri- 
cated weekly, but unless the units 
are numbered and can be checked 
off as the work is done, a new 
employee—or even an old one— 
might miss one of them. 

One man might be qualified to 
lubricate the elevator drives, but 
he may not be qualified to clean 
and adjust the electric controls. It 
is necessary, therefore, to send a 


qualified man to perform each of 
these services. 

The first step toward systematiz- 
ing would be in the proper identi- 
fication of the equipment. Each 
piece of equipment should be as- 
signed a number, and a permanent 
tag bearing that number should 
be attached to the machine. After 
the equipment is identified and 
labeled, a two-part filing system 
has been found to be effective. 


FILING SYSTEM 

The first is an envelope, filed 
alphabetically, with the name, 
number and type of equipment 
recorded on the outside. The en- 
velope contains all the information 
concerning the equipment that 
would be of help in the servicing 
or repairing of it. 

The second part of the filing sys- 
tem is a card file, arranged ac- 
cording to the dates that the equip- 
ment is to be serviced. The fre- 
quency of each different service 
required by this particular piece 
of equipment is marked on the 
card. When each service has been 
completed, the card is set up under 
the date on which the next service 
is due. 

Each day, the person operating 
the file removes the cards that 
appear under that date and writes 
the work orders as called for by 
the cards. The orders are assigned 
to the different mechanics as in- 
dicated. 

The cards should be distributed 
in the card file, over a definite 
period so that not too many ap- 
pear under one date. If this hap- 
pens, the men will get behind in 
their work and the cards will ac- 


THIS maintenance call and assignment sheet makes it an easy matter to check during the 
day to see what calls have come in and to see that they have been properly handled. 
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@ All the conveniences and sanitation of America’s 
uted . preferred home plumbing await the convalescent 
inite patient at Victory Memorial. Take special note of 
ap- | the Crane Neuvogue bathtub—chosen for several 
hap- de luxe rooms. Although the Nexzvogue is a full size 

p : . a 
d in tub, it measures only 48 inches across. The built-in 
rT AT seat affords comfort and complete safety while foot, 
sponge or shower bathing. Other fixtures shown 
VICTORY MEMORIAL HOSPITAL here are the Crane Norwich lavatory of sanitary 
ay ep mapgpcgmme ppweem Vitreous china and the Crane Walton closet with 
— WAUKEGAN cas neg RF ee 2@ = oefficient siphon jet action. Make selections through 
ILLI NOIS ll z: es mm your Crane Branch, Crane Wholesaler, or Local 

ae alee "S Plumbing Contractor. 





GANSTER & HENNIGHAUSEN, Waukegan, Ill. 
ARCHITECT 


HOTHAM & KOETZ, Zion, Ill. 
PLUMBING CONTRACTOR 


JENKINS & BOLLER, Waukegan, Ill. 
GENERAL CONTRACTOR 


GENERAL OFFICES 836 S MICHIGAN AVE. CHICAGO 5 
f RAN FE ( O PSL PES ¢ FIFTIES ~ 00 PE 
SB PLUMBING AND HEATING 
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cumulate. If each day’s work is 
performed on the day it is due, 
then all the equipment covered by 
the file will receive regular atten- 
tion and nothing will be forgotten; 
the men know just what service is 
due and will not have to depend 
on their memories. A compara- 
tively new man will be able to 
find and service a machine with 
little chance of overlooking any- 
thing. 


STOCK ROOM ESSENTIAL 


A well supplied stock room, ac- 
cessible to only one or two men, is 
essential to good maintenance. All 
the materials, spare parts and 
tools should be kept in this stock 
room. The stock should be ar- 
ranged so that an inventory of each 
item can be made easily. Having 
the necessary materials and parts 
on hand will save time and in many 
cases prevent serious damage to a 
piece of equipment. 

If too many people have access 
to the stock room, shortages are 
sure to occur. Parts will be used 
without knowledge of the stock 
man and as a consequence he will 
fail to order replacements for 
them. If the stock man issues all 
parts and materials himself, he 
will be better able to see that a 
sufficient supply is on hand at all 
times. 

The only sure way of having a 
good supply of tools on hand and 
in good condition is to keep them 
in the stock room and issue them 
in exchange for tool checks. After 
the tools are returned to the stock 
room, the stock man should make 
sure that they are ready for use 
the next time. 

If the hospital is too small to be 
able to assign a fulltime man to 
the stock room, it is still possible to 
hold one man responsible for the 
stock room along with his other 
duties. 


TELEPHONE CALLS 


Another important function that 
works in very well with the stock 
room is the taking of telephone 
calls and the assignment of work. 
It is essential that all calls for serv- 
ice be recorded and checked off af- 
ter the work is completed. 

If all telephone calls are taken 
by one man he will be in a position 
to talk intelligently to the party 
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making the call. He will know what 
work is in progress, how long it 
might be until the work can be 
done, and what questions to ask 
concerning the nature and location 
of the trouble. He can tell the me- 
chanic where to go and what tools 
he might need to do the work. 

A special sheet should be pro- 
vided on which to record all calls. 
This call and assignment sheet 
should be laid out in columns—one 
for the location and nature of the 
trouble; one for the time the call 
is received; one for the name of 
the man assigned to the work, and 
one for the time of completion. It 
is then an easy matter to check the 
sheet during the day to see what 
calls have come in and to make 
sure that they have been disposed 
of properly. 


ASSIGNING WORK 


After the call has been recorded, 
it can be written up on a work or- 
der blank and assigned to the man 
who is to do the work. 

Care in assigning the work is 
just as important as careful record- 
ing. Too often the order is handed 
to the first man who enters the 
shop. Unless the work is extremely 
urgent, it is better to wait until 
the qualified man can take care of 
the work. If the call is urgent, the 
right man usually can be found by 
telephone and dispatched from 
wherever he happens to be. 

If an unqualified man is assigned 
to the job, it may result in a patch- 
ed job instead of a permanent re- 
pair and quite often a second man 
will have to be sent out-in a day 
or two to make a permanent repair. 

Electricians cannot be expected 
to have much interest in repairing 
a leaking faucet and neither can a 
plumber do a good job of adjust- 
ing elevator controls. 

Careful examination of the call 
sheets often will show that certain 
troubles are repeating frequently. 
A serious attempt should be made 
to find permanent solutions. 





The Engineering and Maintenance 
department is edited by Roy Huden- 
burg, secretary of the Council on 
Hospital Planning and Plant Opera- 
tion. 














Quite often it will be found that 
these chronic troubles are caused 
by a system that is inadequate to 
carry the load placed upon it. In 
some cases the system may have 
been designed too small and, in 
other cases, the hospital may have 
outgrown the system. It may be 
that the equipment is just worn 
out. Examples of this kind might 
be found in the heating plant, the 
hot water system, the refrigeration 
system, the electrical distribution 
system or in the laundry. 

An overloaded electrical system 
will result in low voltages and fuse 
troubles. Lighting efficiencies fall 
off far out of proportion to the drop 
in voltage. A lamp may draw 95 
per cent of its rated power but give 
less than 80 per cent of its rated 
light output. Low voltage in a mo- 
tor will cause it to draw exces- 
sive current, and if the condition 
is severe enough it will cause the 
motor to burn out. 

An overloaded heating system 
will give smoky, inefficient opera- 
tion, and boiler maintenance will 
be excessive. To give satisfactory 
service and economy of operation, 
each distribution system must be 
kept equal to the ever increasing 
load it is expected to carry. 

The steps to be taken to achieve 
a program of preventive mainte- 
nance then, are as follows: 

1. It is necessary to have enough 
qualified men to service and in- 
spect the equipment, to recognize 
trouble and to make the necessary 
corrections and recommendations. 

2. The men must be organized so 
that each man knows what his du- 
ties are and when they are to be 
performed. 

3. Regularly scheduled servicing 
and inspections of all equipment 
must be made. 

4. Adequate supplies of materi- 
als and parts must be available. 

5. The maintenance shop must be 
well equipped with all the tools 
necessary to do the work well and 
quickly. 

6. A system of recording trouble 
calls should be arranged so that 
they can be analyzed and chronic 
troubles eliminated. 

7. Make sure that all equipment 
and systems are adequate to do 
the work that is required of them. 
Sometimes repeated breakdowns 
result from demanding more of the 
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ANOTHER TRANE “FIRST” 


OPERATING ROOM AIR CONDITIONER 


Complete Control Over Temperature, Humidity 





Here’s a brand new air conditioner that can bring just- 
right temperatures and exact humidities into the operating 
room with complete safety—the new Trane Hospital Oper- 
ating Room Air Conditioner. 

It brings in and conditions outside air for the operating 
room. It filters the air. It adds moisture or wrings it out of 
the air to provide correct humidity. It heats or cools the air to 
the perfect operating room temperature. Then it sends that 
perfectly-tempered air through the room evenly and quietly. 

Created with safety in mind, the unit has spark-proof 
fans and an explosion-proof motor. All electrical circuits, 
wiring, switches and fan belt are selected with an eye to 
safe and trouble-free service. The unit is designed for use 
in operating rooms regardless of the anesthetic used. 


Each Operating Room Air Conditioner has its own con- 


THE TRANE COMPANY, LA CROSSE, WISCONSIN 


Eastern Mfg. Division, Scranton, Pennsylvania 
Trane Company of Canada, Ltd. . . . Toronto 


trol system, so each room has just the conditions it needs 
just when it needs them. When cooling isn’t necessary, the 
unit can be an efficient source of heating. It will send out 
warmth in convection currents, without fan or motor. 


Trim and compact, the Operating Room Air Conditioner 
fits snugly under a window. The clean, attractive casing is 
fully insulated with fiberglass to assure quiet and efficient 
performance, and the removable front panel means quicker, 
easier maintenance. Four sizes of the unit, with capacities 
ranging from 1 to 5 tons of cooling, can meet the needs of 
virtually any operating room. 

For air conditioning that is designed for, and perfectly 
suited to, operating room needs—see your architect or local 
Trane representative about the new Trane Hospital Oper- 
ating Room Air Conditioning Unit. 


iti- 


OFFICES IN 80 U.S. AND 14 CANADIAN CITIES 


MANUFACTURING ENGINEERS OF HEATING, VENTILATING AND AIR CONDITIONING EQUIPMENT 
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system than it was designed to pro- 
duce. 

With a well organized crew of 
capable, well paid men, who are 
backed up by a simple, orderly fil- 
ing system, an ample stock of sup- 
plies and parts, plenty of good 
tools, and an adequate, modernized 
plant, a hospital can maintain what 
it has at a final cost that will prove 
far less than that of an- unsatis- 


factory situation where a “hay- 
wire” repair is good enough if it 
lasts out the day. 

Under such an ideal situation, 
the men are more likely to be 
happy with their jobs and are like- 
ly to be more permanent. The 
whole hospital will operate more 
smoothly, equipment will last 
longer.and fewer repairs will be 
necessary. 
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New ideas from Institute 


THIS YEAR’S Institute for Hospi- 
tal Engineers was no exception to 
the pattern of previous years in 
the enthusiastic participation of its 
student group. Held in New York 
City, June 4-8, it attracted 110 
registrants, the largest enrollment 
since the first institute was held in 
Chicago in 1948. 

One of the most interesting facts 
revealed during the institute was 
that more than half of all the engi- 
neers attending conduct some kind 
of organized preventive mainte- 
nance program in their plants. Dis- 
cussion brought out that the great- 
est stumbling block to the develop- 
ment of comprehensive preventive 
maintenance programs is the lack 
of clerical help available to the 
engineering department. In most 
instances preventive maintenance 
programs are limited, but could be 
much more extensive and fruitful 
if clerical help was available to 
keep the records that are the heart 
of such a program. 

Rather startling testimony as to 
the extent to which maintenance 
staff can be reduced after a pre- 
ventive maintenance program has 
had a real opportunity to produce 
results was brought to light during 
the discussion. This would indicate 
that the investment in one clerical 
salary offers a tremendous oppor- 
tunity for financial return through 
reduced maintenance payroll. 


Maintenance trucks: Suggestions 
for time-saving were submitted by 
the institute students at a round- 
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table discussion. Several men sug- 
gested the provision of a portable 
cart for the use of one man assigned 
to preventive maintenance. 

W. W. Crump of the Greenville 
(S.C.) General Hospital stated that 
his cart is equipped with a vise, 
hand tools and a variety of sup- 
plies. Equipment on the cart is 
suitable for routine repairs of elec- 
tric switches, building hardware, 
water closets and lavatories, elec- 
tric fans, patient beds, utility room 
equipment and _ sterilizers, and 
kitchen equipment. 

Robert D. Wilson of the Johns 
Hopkins Hospital reports that three 
carts are in use at that institution. 

These carts include one equipped 
for servicing air conditioning and 
refrigeration equipment, one 
equipped with dies, pipe wrenches 
and other fittings necessary for 
servicing plumbing, and the third 
cart completely equipped for either 
repairing electrical equipment or 
doing new electrical construction. 

Carl H. Zarnke, of the Kitchener- 
Waterloo Hospital, Kitchener, Ont., 
Can., reported a similar mainte- 
nance truck designed and manu- 
factured in his shop. One particular 
innovation of the cart is that its 
standard equipment includes an 
aluminum tubular ladder, usable 
either as a stepladder or, when 
opened full length, as a 10-foot 
straight ladder. The truck is 
equipped with many shallow draw- 
ers that are designed to accom- 
modate a wide variety of spare 
parts and fittings. 

Ingenious welding: Several months 


ago this page carried photographs 
of items that might be made with 
the use of welding equipment in 
the hospital shop. We have a letter 
from Phares B. Riley of the Robe- 
son County (N.C.) Memorial Hos- 
pital describing a portable scaffold 
built from inch and a quarter pipe 
with the hospital welding equip- 
ment. All materials used were sal- 
vaged from the scrap pile so that 
the entire scaffold assembly cost 
the hospital approximately $2. 

A similar report has come from 
John W. Manz of the Grace-New 
Haven (Conn.) Community Hospi- 
tal, who manufactured surgical 
kick bucket dollies at a substan- 
tial saving to the hospital. 

Harold S. Moore, administrative 
engineer of the University of Vir- 
ginia Hospital, also submitted an 
excellent suggestion for the insti- 
tute roundtable. He suggests that 
the equipment supply room for the 
hospital be set up near the shop 
area. This permits the night en- 
gineer room crew to keep the 
stored equipment in top operating 
conditions through routine servic- 
ing and preventive maintenance. 


Explosion-proof flashlight 


The subject of explosion-proof 
equipment for hospital operating 
rooms continues to be one that per- 
petually provides new questions 
and new answers. Dorothy Pellenz, 
chairman of the Safety Committee 
of the Association, writes that she 
has found a type of explosion- 
proof flashlight that is safe to use 
for operating room staffs in hos- 
pitals that do not have the proper 
emergency lighting systems for 
their surgeries. 

Miss Pellenz has also sent in an 
announcement for an explosion- 
proof source of light for ear, nose, 
and throat procedures. (8E-1)*. 

Surgeons who use head-mirrors 
for directional illumination are ac- 
customed to a goose-neck lamp as 
the source of illumination. The ex- 
plosion-proof type of light pro- 
vides a superior light source and 
eliminates all of the hazards at- 
tendant on the use of the goose- 
neck lamp.—R. H. 

*Readers desiring to know the names of 
the firms manufacturing or distributing 
the products described should address in- 
quiries to Hospitats, Editorial Department, 
18 E. Division Street, Chicago 10. For con- 
venience, list the code numbers that fol- 


low the items about which information 
is requested. 
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RICHARD O. WEST has been ap- 
pointed administrator of the Nor- 
walk (Conn.) Hospital succeeding 
Dr. JOSEPH P. LEONE, who resigned 
June 1. 

Mr. West has been director of 
the Salem (Mass.) Hospital for the 
last five years. Prior to that he was 
director of the 
Portsmouth 
(N.H.) Hospital 
and assistant di- 
rector of the 
New Haven 
(Conn.) Hospi- 
fal. He 2s: 8 
graduate of La- 
fayette College 
and the school 
of hospital ad- 
ministration at 
the University 
of Chicago. He served his adminis- 
trative residency at New Haven 
Hospital. 

Mr. West is a member of the 
American Hospital Association and 
a nominee of the American College 
of Hospital Administrators. 


MR. WEST 





Mrs. LEON M. GASKILL, formerly 
GRACE BARBER, has resigned as ad- 
ministrator of Childrens Memorial 
Hospital, Omaha, to join her hus- 
band in New York. 


MILTON B. SHROYER, formerly 
administrator of the Cumberland 
Medical Center, Crossville, Tenn., 
has been appointed assistant ad- 
ministrator in the Knoxville office 
of the United Mine Workers of 
America Welfare and Retirement 
Fund. Previously he had been as- 
sistant director of the Oak Ridge 
(Tenn.) Hospital. 





Davip E. OLSSON has been ap- 
pointed administrator of San Jose 
(Calif.) Hospital. He has been act- 
ing administrator since the death of 
WILLIAM P, BUTLER in January. 

FREDERIC C. LEROCKER has been 
chosen as assistant administrator 
of the hospital. He is a graduate of 
the University of Minnesota course 
in hospital administration and 
served his administrative residen- 
cy at the Vancouver (B. C.) Gen- 
eral Hospital. 





The Veterans Administration re- 
cently announced several appoint- 
ments. 

Dr. Epwarp S. Post, formerly 
Manager of the veterans hospital 
In Fort Custer, Mich., has been 
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named manager of the veterans 
hospital in Sheridan, Wyo. He re- 
places Dr. VicToR H. BEAN, who has 
been transferred to the Alexandria, 
La., veterans hospital. 

Dr. GEORGE S. LITTELL has been 
appointed manager of the Dallas, 
Texas, Veterans Administration 
Hospital. He succeeds DR. FREDER- 
ICK R. EASTLAND, who resigned. Dr. 
Littell has been manager of the 
veterans hospitals in Wichita, Kan., 
and Amarillo, Texas. 

Dr. Morris C. THOMAS is to be 
the new manager of a Veterans 
Administration hospital soon to be 
completed in Madison, Wis. He is 
now manager of the veterans hos- 
pital in Waukesha, Wis. 





N. A. BrapDy, former assistant 
manager of Queen Mary Veterans 
Hospital, Montreal, Que., has been 
appointed manager of the Sunny- 
brook Hospital, Department of 
Veterans Affairs, Toronto. Mr. 
Brady is a member of the Ameri- 
can Hospital Association. 





FRANKLIN H. SILVERSIDES has 
been appointed superintendent of 
the Children’s Hospital, Winnipeg, 
Canada. 

Mr. Silver- 
sides, who com- 
pleted the hos- 
pital adminis- 
tration course 
at the Univer- 
sity of Toronto, 
was formerly 
pharmacist and 
assistant super- 
intendent of the 
Children’s Hos- 


pital MR. SILVERSIDES 





THOMAS J. GOLDEN, former as- 
sistant to the director and a pur- 
chasing agent at the Medical Cen- 
ter in Jersey City, N. J., has been 
appointed administrative director 
of the city division of the center 
and is in charge of nonmedical ac- 
tivities of that division. 

Mr. Golden is a member of the 
American Hospital Association and 
a former treasurer of the New Jer- 
sey Hospital Association. 


ALDEN B. MILLS, administrator 
of the Huntington Memorial Hospi- 
tal, Pasadena, Calif., for the last 
six years, has 
been appointed 
director of the 
Mountainside 
Hospital in 
Montclair, N. J. 

Mr. Mills is 
vice president 
of the Hospital 
Council of 
Southern Cali- 
fornia and was 
program chair- 
man of the re- 
cent western hospital convention 
in Los Angeles. 

A graduate of Reed College, Mr. 
Mills is a member of the American 
College of Hospital Administrators. 


MR. MILLS 





LESTER TUCK is administrator of 
the new Felix Long Memorial Hos- 
pital, Starkville, Miss. Before his 
appointment, he was assistant ad- 
ministrative officer of the Missis- 
sippi Commission on Hospital Care. 
He also has been administrator of 
the Newton County (Miss.) Rural 
Health Association. 





Ivor H. JONES has resigned as 
assistant director of Newark (N. 
J.) Beth Israel Hospital to become 
comptroller of St. Luke’s Hospital, 
Bethlehem, Pa. He is a former 
comptroller at the Mountainside 
Hospital, Montclair, N. J. 

Mr. Jones has been succeeded at 
Beth Israel Hospital by GEORGE 
PEcK, former administrator of the 
Jewish Hospital, Philadelphia. 

Mr. Peck spent five years at 
Michael Reese Hospital, Chicago, 
as personnel director and later as 
assistant director. 

Both Mr. Jones and Mr. Peck are 
members of the American Hospital 
Association. 





RAYMOND W. STEM has been ap- 
pointed administrator of the War- 
ren Hospital, Phillipsburg, N. J. 

Mr. Stem was sent to the Hospi- 
tal Corps School,. Brooklyn, while 
in the Navy during World War II. 
Until his discharge in 1947, he held 
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various positions at Navy and Pub- 
lic Health Service hospitals. 





EARL BOURGAIZE, a former assist- 
ant administrator of the Temple 
University Hospital, Philadelphia, 
has been appointed administrator 
of the Bound Brook (N. J.) Hos- 
pital. 





ROBERT L. PARRY has succeeded 
ROBERT W. POWELL as assistant ad- 
ministrator of Burlington County 
Hospital, Mount Holly, N. J. Mr. 
Powell is now administrator of the 
Burdette Tomlin Memorial Hospi- 
tal, Cape May Court House, N. J. 





Dr. GERALD LASALLE has been 
appointed assistant director of the 
Royal Victoria Hospital, Montreal. 

A graduate of the hospital ad- 

ministration course at the Univer- 
sity of Toronto, Dr. LaSalle served 
his residency at 
the Royal Vic- 
toria Hospital. 
He is a graduate 
of University of 
Montreal and 
Laval Univer- 
sity. 

Dr. LaSalle is 
a member of 
the American 
Hospital Asso- 


ciation. DR. LaSALLE 





Dr. SALVATOR G. MARINO has 
been appointed superintendent of 
the Sioux Sanatorium, Rapid City, 
S. D. He formerly was on the staff 
of Sunny Acres Tuberculosis Sana- 
torium, Cleveland. 

Dr. Marino was on the med- 
ical staff of the Bureau of Indian 
Affairs at the Rosebud (S. D.) Hos- 
pital and was at various other hos- 
pitals as tuberculosis specialist and 
general medical officer in charge 
of agency health programs. 





Dr. F. LLoyD MUSSELLS, assistant 
director of Strong Memorial Hos- 
pital of the University of Roches- 
ter, New York, has been granted 
a leave of absence to accept an ap- 
pointment as deputy executive di- 
rector of the Committee on Medical 
Sciences, Research and Develop- 
ment Board, Department of De- 
fense, in Washington, D. C. 

Dr. Mussells completed the hos- 
pital administration course at Co- 
lumbia University. He served as 
postgraduate fellow in hospital ad- 
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ministration and later was ap- 
pointed assistant in hospital ad- 
ministration in the School of Medi- 
cine and Dentistry at the Univer- 
sity of Rochester. 





FRANK E. KIMBLE has been ap- 
pointed administrator of the new 
Hardy Wilson Memorial Hospital, 
Hazlehurst, Miss. 

Mr. Kimble formerly was ad- 
ministrator of the Clarksdale 
(Miss.) Hospital, and for 21 years 
he was business manager of the 
Red Cross Hospital in Salida, Colo. 





Mrs. TRENTON G. SHELTON, R. N., 
has been appointed administrator 
of the Covington County Hospital, 
Collins, Miss. The hospital is sched- 
uled to open this summer. Mrs. 
Shelton formerly was with the 
nursing staff of the North Missis- 
sippi Community Hospital, Tupelo. 





JOSEPH KREYCIK has resigned as 
administrator. of the North Sun- 
flower County Hospital, Ruleville, 
Miss., to enter Northwestern Uni- 
versity as a graduate student in the 
hospital administration course. 





J. B. FRANKLIN, administrator of 
Tallahassee (Fla.) Memorial Hos- 
pital, has retired after 40 years in 
the hospital administration field. 

A life member of the American 
Hospital Association, Mr. Franklin 
has served as superintendent of 
the Texas Baptist Memorial Sani- 
tarium, now Baylor University 
Hospital, Dallas; director of John 
D. Archbold Memorial Hospital 
Thomasville, Ga.; and superintend- 
ent of Grady Memorial Hospital, 
Atlanta, as well as at other hospi- 
tals in the South. He is a fellow of 
the American College of Hospital 
Administrators. 





Dr. SOL SHERRY has been ap- 
pointed director of the May Insti- 
tute for Medical Research of the 
Jewish Hospital Association, Cin- 
cinnati. He also will be assistant 
professor in the department of in- 
ternal medicine at the University 
of Cincinnati Medical School. 





ROBERT B. LLoypD has resigned as 
administrator of the Texas and Pa- 
cific Railway Employees Hospital, 
Marshall, Texas, to be adminis- 
trator of St. David’s Hospital, 
Austin. 


CLARENCE C. GIBSON has been 
succeeded as administrator of the 
Ector County Hospital, Odessa, 
Texas, by HARRY PAYNE, former 
administrator of the Houston Tu- 
berculosis Hospital. MAE ALDRIcH 
has been appointed Mr. Payne’s 
successor at the Houston Tuber- 
culosis Hospital. 

Mr. Gibson formerly was super- 
intendent of the El Paso (Texas) 
City-County Hospital and of the 
Regina (Sask.) General Hospital. 

Mr. Payne has served as admin- 
istrator of the McKinney (Texas) 
City-County Hospital. 





HowarD ANTHONY has been ap- 
pointed administrator of the Mer- 
ced (Calif.) General Hospital re- 
placing R. E. BARNES, who re- 
signed. 

Mr. Anthony, who organized a 
hospital in San Salvador, former- 
ly was administrator of Uvalde 
(Texas) Memorial Hospital and of 
Seaside Hospital, Long Beach, 
Calif. 





FREDERICK C. SAGE has been ap- 
pointed administrator of the Con- 
cord (Calif.) Community Hospital, 
succeeding WIL- 
LIAM B. NAp- 
TON, who has 
been recalled to 
active duty in 
the Medical 
Services Corps 
of the United 
States Air 
Force. 

Mr. Sage com- 
pleted the hos- 
pital adminis- 
tration course at 
Columbia University and served 
his residency at Stanford Univer- 
sity Hospital, San Francisco. 

Both Mr. Sage and Mr. Napton 
are members of the American Hos- 
pital Association. 


MR. SAGE 





JOHN E. Smits, former director 
of the Los Angeles County Harbor 
General Hospital, Torrance, Calif. 
has been appointed administrator 
of the Childrens Hospital, Los An- 
geles, succeeding HENRY N. WAL- 
LACE, who resigned. 





ROBERT .SANDAHL has been ap- 
pointed assistant administrator of 
the Wausau (Wis.) Memorial Hos- 
pital succeeding OLIVE M. GRAHAM, 
R. N., who has been in charge of 
the hospital since it opened in 
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See it at the American Hospital Association Convention 
Kiel Auditorium + St. Louis + Sept. 17-20 


Smartly-styled to combine the simplicity of clean, functional design with the warmth of real 
wood, each piece in this new room group incorporates some new feature that results in time 
saving... greatér patient comfort... quicker, easier maintenance...or longer life. 


It is superbly constructed of solid birch parts and birch-faced plywood ...and is finished in 
a natural honey color, with matching Formica tops on the chest and cabinet. Its handsome 
appearance makes this group particularly well suited for use in memorial and other deluxe 
rooms. And individual pieces blend perfectly with modern steel hospital furniture. 


This new line will be exhibited at the forthcom- 
ing American Hospital Association Convention 
in St. Louis. You are cordially invited to stop in 
at Hard’s booth (300-301) and inspect this new- 
est addition to our line of Life-Long products. 


Sold exclusively through selected surgical supply dealers. 


122 TONAWANDA ST., BUFFALO 7, N. Y. 
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1924. She is a member of the 
American Hospital Association. 





ALVIN C. KNAUSS JR., former ad- 
ministrator of Bingham Memorial 
Hospital, Blackfoot, Idaho, has 
been appointed manager of the Sis- 
kiyou County General Hospital, 
Yreka, Calif. 

Mr. Knauss has directed hospi- 
tals in Florida and Oregon and was 
superintendent of Bay View Gen- 
eral Hospital, Palacios, Texas. He 
is a member of the American Hos- 
pital Association. 


pital, Farmingdale, N. Y., will re- 
tire September 1. He has served for 
25 years as medical director of 
tuberculosis hospitals. 





VERNON D. SEIFERT has been ap- 
pointed assistant superintendent 
of the Fairview Park Hospital, 
Cleveland. 

Mr. Seifert formerly was admin- 
istrative assistant at Evanston 
(Ill.) Hospital and has served as 
director of clinics and assistant to 
the medical director of St. Luke’s 
Hospital, Chicago. 


Mrs. Wiley and her husband, Dr. 
William Herbert Wiley, who died 
in 1936, founded the institution 
about 50 years ago. She directed 
the institution until six months 
ago. 





LT. Cot. NEIL F. MAcDONAiD, 
Public Health Service, retired, died 
suddenly June 5. 

Colonel MacDonald was a grad- 
uate of the University of Chicago 
hospital administration course. 

He did private 
research in hos- 








Dr. DAvip CORCORAN, director of 
the Central Islip (N. Y.) State 
Hospital since 1933, retired July 
31 after 43 years in the state 
service. 





BERTHA DELONG, superintendent 
of Tobey Hospital, 
Mass., has resigned. 


pital adminis- 
tration and 
management 
and served as 
hospital con- 
sultant to two 
Chicago firms 
and the Public 
Health Service. 


Wareham, 





KENNETH D. MosurcG has suc- 
ceeded JAMES I. BOYCE as admin- 
istrator of the Schoolcraft Me- 


Deaths 


Author of sev- 
eral hospital ad- 
ministration ar- 


COL. MacDONALD 





morial Hospital, Manistique, Mich. 





Dr. JAMES C. WALSH, superin- 
tendent and medical director of the 


Nassau County Tuberculosis Hos- July 2. 


ANNA C. WILEY, co-founder and 
director of Blythewood Sanitarium 
in Greenwich, Conn., died there 


ticles, Colonel MacDonald was a 
member of the American Hospital 
Association, American College of 
Hospital Administrators, the IIli- 
nois Hospital Association and the 
Western Hospital Association. 





HOSPITAL CHAIR OR 
STANDARD 
UNIVERSAL 


Everest & Jennings 
STANDARD UNIVERSAL 
HOSPITAL MODEL 


This chair was designed especially 
for use as a fracture chair in the 
hospital, at home or outdoors. Leg- 
rests are adjustable for complete 
comfort of patient. When leg-rests 
are removed, chair becomes conven- 
tional Universal Model. This versa- 
tile Wheel Chair weighs only 50 Ibs. 
—easy to handle by attendant or 
occupant. Folds to 10 inch width, 
requiring one-third the space of 
wooden chairs. 


STANDARD UNIVERSAL 


Everest & Jennings manu- 
factures the most complete 
line of Wheel Chairs, ac- 
cessories, and invalid aids 
in the world. 


OUT PERFORMS AND 
OUTLASTS THEM ALL 


Innumerable changes and modifications may be added. 
Write for complete information and catalog. 


EVEREST & JENNINGS 


761 NO. HIGHLAND AVE., LOS ANGELES 38, CALIF. 





ROCHESTER 


BEDSIDE 
THERMOMETER HOLDERS 


Anodized light green 


Reduce Breakage 
up to 60% 


Install a Rochester Bedside Thermometer Holder in every patient's 
room in your hospital to minimize breakage in handling thermome- 
ters. Save nurse’s time with the thermometers always conveniently 
available for taking temperatures. 

Patients appreciate this sanitary method of having an_ individual 
thermometer to minimize contamination. Rochester Bedside Ther- 
mometer Holders are attractive and skillfully made of high quality 
materials. Holders are easily and quickly attached to walls or furniture. 
If your hospital supply dealer does not stock Rochester Holders, 
order direct from factory giving dealer’s name. Available in anodized 
light green or anodized natural aluminum finish. 

List price $1.25 each : Dozen, $12.50 

YOU CAN DEPEND ON ROCHESTER PRODUCTS 


ROCHESTER PRODUCTS CO. 


ROCHESTER, MINNESOTA — 


Anodized natural aluminum 
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The President's Cornerstone Speech 


This country’s hospitals will 
have close liaison with the huge 
National Institutes of Health Clin- 
ical Center nearing completion on 
Washington’s outskirts, it was stat- 
ed at cornerstone ceremonies on 
June 22. In a short talk preceding 
the main address by President Tru- 
man, Dr. W. H. Sebrell, director of 
The National Institutes of Health, 
declared: 

“Extremely close working rela- 
tions will be maintained with med- 
ical schools, universities and hos- 
pitals throughout the country. This 
will be as much their clinical cen- 
ter as it is ours. It will be a na- 
tional center for the advancement 
of national health.” 

In his cornerstone address, the 
President promised that the re- 
search center will be no “isolated 
enterprise.” He said, “‘Research sci- 
entists from medical schools, pri- 
vate hospitals and other private in- 
stitutions will come here to share 
in the work.” The center is sched- 
uled for completion late next year 
and will cost an estimated $40,- 
000,000. 

Dr. Charles F. Wilinsky, presi- 
dent, represented the American 
Hospital Association at the corner- 
stone-laying exercises. Also in at- 
tendance were the Association’s 
Board of Trustees and coordinating 
committee, both of which were 
meeting in Washington on the day 
of the ceremonies. An auxiliary 
feature of the program was “open 
house” inspection of the institutes’ 
numerous research laboratories. 

The President's Address: President 
Truman used the cornerstone cere- 
mony at the National Institutes of 
Health Clinical Center as an op- 
portunity to make a major health 
speech. 

The President, speaking to a 
rain-soaked crowd of 3,000, said 
he has not given up his fight for 
some form of national compulsory 
health insurance. But he struck a 
milder note when he said, “I want 
to make it clear, however, that I 
am not clinging to any particular 
plan, What I want is a good work- 
able plan that will enable all 
Americans to pay for the medical 
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care they need. And I will say here 
and now that if the people who 
have been blocking health insur- 
ance for five years will come up 
with a better proposal—or even 
one that is almost as good—TI’ll go 
along with them. I want to get the 
job done, and I am not concerned 
in the slightest with pride of au- 
thorship.” 

President Truman emphasized 
the need for medical and hospital 
coverage for the 75,000,000 persons 
he cited as having no health insur- 
ance at all. Fewer than 4,000,000, 
he said, have reasonably complete 
medical care insurance. 

The President devoted much of 
his address to a recapitulation of 
the medical progress that has been 
made in ‘he United States through 
the efforts of the health professions 


. and the Public Health Service. He 


offered dramatic comparisons of 
the health of the nation today and 
50 years ago and spoke hopefully 
of the further progress that will 
be made with the new facilities of 
the National Institutes of Health, 
which are operated by the Public 
Health Service. 


Hospital Benefits for Aged 


Three weeks after an announce- 
ment by Federal Security Admin- 
istrator Oscar R. Ewing that he 
favors government-paid hospital 
benefits for persons over 65, the 
Congressional attitude toward the 
plan appeared to be one of letting 
it lie until popular sentiment has 
crystallized. In any event, it is al- 
most certain that committee hear- 
ings on the proposal will not be 
held this year. 

The hospitalization insurance 
plan was announced by Mr. Ewing 
at a press conference June 25. It 
extends benefits to persons 65 and 
over and to dependents of deceased 
persons insured under old age and 
survivors provisions of the Social 
Security Act. 

Full cost of the program, esti- 
mated at $200,000,000 for the first 
year of operation, would be borne 
by payroll deductions without hav- 
ing to increase these deductions or 
draw upon the treasury for addi- 
tional funds, according to Mr. Ew- 
ing. Its introduction is sorely need- 
ed, he explained, because volun- 
tary and commercial hospitaliza- 
tion plans’ generally withhold 
membership from persons over 65. 


SERS 5, lo 


PRESIDENT TRUMAN (right) lays the cornerstone of the new National Institutes of Health 
Clinical Center at ceremonies at Bethesda, Md., June 22. Onlookers are (from left) Dr. 
W. H. Sebrell, director, National Institutes of Health; Federal Security Administrator 
Oscar R. Ewing; the Rev. Bernard Braskamp, chaplain of the House of Representatives; 
Dr. Leonard A. Scheele, surgeon general, Public Health Service, and John McShain, builder. 
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“The hospital services which 
would be provided under the plan,” 
he said “fare those services, drugs 
and appliances. which the hospital 
customarily furnishes its bed pa- 
tients. Specifically excluded would 
be any medical care except that 
generally furnished by hospitals as 
an essential part of hospital care 
for bed patients. The program 
would not cover hospitalization in 
a tuberculosis or mental institu- 
tion or services provided by insti- 
tutions like those which specialize 
in the care of chronic cases.” 

Sixty days hospitalization annu- 
ally is contemplated. Authorization 
for admittance would be by the pa- 
tient’s physician. Payment for care 
would be made directly to the hos- 
pital out of the insurance fund. 
Rates and payments “would be de- 
termined on a mutually agreed 
basis which would reimburse the 
hospital for its reasonable costs in- 
curred for all bed patients occu- 
pying semi-private accommoda- 
tions in such hospital, or its equiva- 
lent in the case of hospitals which 
do not have such accommodations.” 
The hospital would be permitted to 
make differential charges to bene- 
ficiaries who want private rooms. 

The program, if authorized by 
Congress, could not be instituted 
before 1953. It is estimated that 
7,000,000 individuals then will be 
eligible for benefits. These com- 
prise 5,500,000 who are 65 and old- 
er; 1,100,000 children, and about 
400,000 mothers. 

It is proposed, under the Ewing 
plan, that the program be admin- 
istered by state agencies, prefer- 
ably public health departments. 
They would act as agents of the 
federal government in negotiating 
agreements with hospitals and 
making payments to them. Pay- 
ment procedures would be compa- 


SCALE MODEL of the National Institutes 
of Health Clinical Center, now being built. 





120 


VIEW OF SOUTH SIDE of the Cl 


rable to those adopted by Blue 
Cross plans, according to the Ew- 
ing announcement. 


Institute of Pathology 


Non-federal hospitals through- 
out the country have a stake in a 
construction ceremony conducted 
in the capital on July 10. It was the 
ground-breaking for a new home 
for Armed Forces Institute of Pa- 
thology, to be erected on the 
grounds of the Army Medical Cen- 
ter. The new structure will facili- 
tate the rendering of services to 
hospitals and teaching institutions. 
The institute is now housed in con- 
gested and inadequate quarters. 

Principal speaker at the cere- 
mony was Maj. Gen. George E. 
Armstrong, surgeon general of the 
Army. Talks also weve given by 
Dr. Leonard A. Scheele, surgeon 
general of the Public Health Ser- 
vice; Dr. Joel T. Boone, represent- 
ing the Veterans Administration, 
and representatives of the Navy 
and Air Force surgeons general. 

Scheduled to be completed in 
two years, the Armed Foxces In- 
stitute of Pathology building will 
cost $7,250,000 and provide 200,000 
square feet of working space. 
Adequate quarters will be provid- 
ed for the four main departments: 
American Registry of Pathology, 
medical museum, pathology labor- 
atories and medical illustration 
service. The registry and the labor- 


atories make their facilities avail- - 


able to non-governmental hospi- 
tals and teaching institutions, as 
well as to military and other fed- 
eral agencies. 


New Name for Marine Hospitals 


Federal hospitals formerly known 
as United States Marine Hospitals 
henceforth will be called United 
States Public Health Service Hos- 
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pitals, Dr. Leonard A. Scheele, sur- 
geon general of the Public Health 
Service, has announced. 

The hospitals acquired the name 
“Marine” because of legislation ap- 
proved by President John Adams 
in 1798 creating a medical care 
program for merchant seamen. 
Since then, however, Congress has 
increased the number of groups en- 
titled to treatment at the hospitals 
and the name is no longer suitable. 

Twenty-one United States Ma- 
rine Hospitals, in ports along the 
ocean and gulf coasts, the Great 
Lakes and the Mississippi River, 
were affected by the name change. 
Also affected were two tuberculo- 
sis hospitals and the leprosarium at 
Carville, La. 


Katherine Lenroot Retires 


The resignation of: Katherine F. 
Lenroot as chief of the Children’s 
Bureau of the Federal Security 
Agency has been accepted by 
President Truman. 

Miss Lenroot, who has served 
with the bureau for 37 years, has 
been chief for the last 17. She plans 
to retire but said she will continue 
to be interested in the affairs of 
children. 

Dr. Martha Eliot, who recently 
resigned as assistant director-gen- 
eral of the World Health Organi- 
zation in charge of advisory ser- 
vices, has been nominated as Miss 
Lenroot’s successor. Dr. Eliot was 
formerly associate chief of the 
Children’s Bureau. 


Standards for Nursing Homes 


Standards for nursing homes and 
other institutions that care for 
needy aged and handicapped per- 
sons were discussed at a recent 
meeting of health and welfare offi- 
cials representing 12 federal and 
state agencies and eight national 
voluntary organizations. 










inical Center shows construction progress. The “national 
center for the advancement of national health" is scheduled for completion late next year. 
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The meeting was called by the 
director of the bureau of public as- 
sistance, Federal Security Agency, 
to develop policies for carrying out 
one of the new social security 
amendments. 

Under the amendment, states 
must establish standards in order 
to get federal funds for public as- 
sistance payments to eligible per- 
sons in private and public nursing 
and convalescent homes and in 
hospitals. The amendment is not 
effective until July 1, 1953. 


Mental Hospital Statistics 


Eleven states with well-devel- 
oped programs of mental hospital 
statistics will form the core of a 
new reporting area for the compi- 
lation of such data. 

Officials from mental hospitals 
in Arkansas, California, Illinois, 
Louisiana, Michigan, Nebraska, 
New Jersey, New York, Ohio, 
Pennsylvania and Virginia attend- 
ed a conference of mental hospital 
administrators and _ statisticians 
held recently under the sponsor- 
ship of the Mental Health Insti- 
tute of the National Institutes of 
Health. The new reporting ar- 
rangement, agreed on at this con- 
ference, is expected to result in 
more uniform and adequate sta- 
tistics on mental patients. 


Dr. Murdock Resigns 

Dr. John R. Murdock, assistant 
director of the Pan American San- 
itary Bureau, regional office of the 
World Health Organization, has re- 
signed after nearly 15 years of ser- 
vice. 

Dr. Murdock, author of a num- 
ber of scientific articles on public 
health, is returning to work with 
the Public Health Service as a 
medical director. 


Cooperative Health Chief 


Dr. Dale C. Cameron has been 
appointed chief of the Cooperative 
Health Services Branch of the Di- 
vision of Industrial Hygiene, Pub- 
lic Health Service. He had been 
assistant director of the National 
Institute of Mental Health. 

Dr. Cameron is a fellow of the 
American Psychiatric Association 
and a member of the American 
Medical Association, the Group for 
the Advancement of Psychiatry, 
and the Southern Psychiatric As- 
sociation. 


Scientific Director 


Dr. Seymour S. Kety has been 
appointed scientific director for the 
Joint research program of the Men- 





tal Health Institute and the new 
Neurological Diseases and Blind- 
ness Institute of the National Insti- 
tutes of Health. 

Dr. Kety formerly was professor 
of clinical physiology at the grad- 
uate school of medicine at the Uni- 
versity of Pennsylvania. 


Army Hospital Management 


The office of the surgeon general 
of the Army recently conducted a 
two-week workshop at Fitzsimons 
Army Hospital, Denver, to evaluate 
the progress made in the last year 
in hospital management improve- 
ment. 

In the last year all the Army’s 
large named hospitals in the Unit- 
ed States were reorganized accord- 
ing to a new structure outlined by 
the surgeon general. New proced- 
ures were implemented and local 
management improvement proj- 
ects were initiated. 


Grants for Research 


A program of federal aid for ex- 
panding cancer research facilities 
throughout the country is nearing 
completion. Since the beginning of 
the program in 1947, the Public 
Health Service has awarded $16,- 


303,000 to aid cancer research con- 
struction projects at non-federal 
institutions. 

Public Health Service grants also 
will be given to investigate meth- 
ods of inducing breathing in new- 
born infants who are threatened 
by asphyxiation because of faulty 
lung action. Director of the study 
will be Dr. Peter Gruenwald of 
Beth-El Hospital in Brooklyn. 


Division of State Grants 


Dr. Jack C. Haldeman has been 
appointed chief of the Division of 
State Grants, Public Health Ser- 
vice, succeeding Dr. Estella Ford 
Warner, who was assigned recently 
to a Point Four mission in Beirut, 
Lebanon. 

Since 1948, Dr. Haldeman has 
been medical director of the Arctic 
Health Research Center in Anchor- 
age, Alaska. In his new job, he will 
administer the Public Health Ser- 
vice multi-million dollar program 
of grants-in-aid to states for the 
development of public health ser- 
vices. Dr. Haldeman also will di- 
rect a program of technical and 
consultive services provided, on re- 
quest, to state and _ territorial 
health authorities. 





FIRST PERMIT for hospital construction (under new federal regulation requiring author- 
ization to build) was signed in Washington on June 8. The permit was granted to the 
Mississippi State Hospital, Jackson. Charles G. Lavin, acting chief, Division of Civilian 
Health Requirements, Public Health Service, is shown above signing the permit. Looking 
on are (left to right) Leonard P. Goudy, secretary of the American Hospital Association's 
Council on Administrative Practice, editor of the purchasing department of HOSPITALS 
and a consultant to the surgeon general; W. D. Hilton, executive secretary, Board of 


Trustees of Mental Institutions, Jackson, 


Miss.; 


executive officer 


and Paul A. Caulk, 


for administration, Public Health Service, representing Surgeon General Leonard Scheele. 
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National Health Legislation 


The return to Washington in 
mid-July of Sen. James E. Mur- 
ray, chairman of Senate Labor and 
Public Welfare Committee, is ex- 
pected to herald an upsurge of 
Congressional activity on national 
health legislation. Senator Murray 
had gone to Europe in late spring 
to attend meetings of the Interna- 
tional Labor Organization, and few 
meetings of the committee, which 
has a number of health bills pend- 
ing, took place during his absence. 

One of Senator Murray’s first 
acts upon his return to the capital 
was to send a telegram to state 
governors asking them to supply 
detailed information:on numerical 
adequacy of physicians in their re- 
spective areas and to submit rec- 
ommendations on how relocation on 
a voluntary basis might be effected 
to relieve “doctor-short’” regions. 
It was explained that the informa- 
tion is desired for guidance in 
drafting new health legislation. 

The Clark report: At a committee 
meeting scheduled for the latter 
part of July, the Senators were to 
take up the matter of legislative 


W. MALCOLM McCLEOD (left), superintendent of Elizabeth General Hospital and Dis- 


use of a report on national hospital 
and medical care insurance plans. 
The report is based on a special 
study conducted under the direc- 
tion of Dr. Dean A. Clark, general 
director of Massachusetts General 
Hospital, Boston. 

Although the Clark report 
makes no specific recommendations 
on enactment of new laws, the data 
presented on national coverage by 
voluntary and indemnity plans, to- 
gether with conclusions on existing 
gaps, are certain to influence the 
type of health legislation to be con- 
sidered in 1951 and 1952 by the 
present 82nd Congress. 

One of the first direct results will 
be the introduction soon, of a bill 
sponsored by Sen. Hubert H. Hum- 
phrey (D., Minn.) on federal finan- 
cial assistance to cooperative health 
plans. Public hearings were held on 
a similar bill filed last year by Sen- 
ator Humphrey but it made no 
progress on Capitol Hill. 


Payments for Indigent Care 


A bill providing for increased 
payments to hospitals in Massachu- 


pensary and president of the New Jersey Hospital Association, presents a plaque on behalf 
of the association to A. W. Eckert, director of Perth Amboy (N. J.) General Hospital. The 
award commends the hospital for "illustrious service to humanity" in caring for the 196 
injured from the South Amboy munitions blast in May 1950 and the 224 injured from the 
Feb. 6 train wreck at Woodbridge (See HOSPITALS, Sept. 1950, p. 60, and April 1951, p. 
41). The presentation was made at the annual banquet of the New Jersey Hospital Associ- 
ation during the Middle Atlantic Hospital Assembly convention at Atlantic City in May. 
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setts for care of indigent patients 
was signed by Governor Dever and 
will become effective October 1. 

Under the bill, the state will pay 
a maximum of $12 a day for the 
care of indigent patients, instead 
of $10. The increase will give hos- 
pitals an additional $640,000 annu- 
ally, it is estimated. 


Federal Aid in Disasters 


The Senate Banking and Cur- 
rency Committee is considering a 
question that vitally concerns the 
nation’s hospitals. It deals with 
federal financial assistance to hos- 
pitals, schools, utilities, and other 
community facilities that are dam- 
aged or destroyed as result of en- 
emy attack. Sen. J. Allen Frear 
Jr. (D., Del.) is sponsoring a bill 
(S. 1848) whose passage has been 
requested by the Bureau of the 
Budget on the ground that govern- 
ment must assume a degree of re- 
sponsibility for rehabilitating in- 
stitutions suffering atomic or any 
other kind of disaster at the hands 
of an enemy. 

S. 1848 also provides for reim- 
bursement out of government funds 
to hospitals rendering services to 
attack victims. “Such benefits and 
care,” says the bill, ‘“‘may be pro- 
vided through payment of the cost 
thereof, either in advance or, by 
way of reimbursement, to the per- 
son or public or private agency, 
institution or organization furnish- 
ing the benefits or, where this is 
not feasible, to the beneficiary.” 


Animals for Research Use 


A bill denying public funds to 
humane societies refusing to turn 
over unclaimed animals to medical 
schools has been signed by the gov- 
ernor of Wisconsin, the National 
Society for Medical Research has 
announced. 


Civil Defense Film 


The Federal Civil Defense Ad- 
ministration has issued a motion 
picture entitled “Survival Under 
Atomic Attack.” It is the first of a 
series of nine official FCDA films 
concerning preparation for an 
emergency. 

The cost of the film is $17.50 for 
16 mm. sound prints. Persons wish- 
ing information on how to obtain 
the film should write the Editorial 
Department of HospPITALs, 18 E. Di- 
vision Street, Chicago 10. 
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Slightly over five months after 
launching its investigation of hos- 
pital and medical care policies of 
The Veterans Administration, a 
special subcommittee of the Senate 
has issued a formal report that may 
prove to be as controversial as the 
incident that*brought about the in- 
vestigation itself. This was the dis- 
charge, last January, of Dr. Paul 
B. Magnuson as chief medical di- 
rector. 

Certain recommendations of the 
subcommittee, whose chairman was 
Sen. Hubert H. Humphrey (D., 
Minn.), call for Congressional leg- 
islation tightening medical control 
over the Veterans Administration’s 
vast hospital system. While these 
proposed reforms are not contro- 
versial themselves, they raise a 
question whether Congress may 
prefer to overhaul the entire fed- 
eral medical-hospital structure in- 
stead of making piecemeal changes 
within the administration. 


In mid-July, the Humphrey sub- 
committee released a 471-page 
printed transcript of the hearings 
which, together with the findings 
and recommendations, comprise 
the most thorough examination 
ever undergone by the Department 
of Medicine and Surgery in the 
Veterans Administration. They 
disclose the opinions of such civil- 
ian experts as Dr. Howard A. Rusk, 
Dr. Paul R. Hawley and Dr. Hugh 
Wood, as well as officials of the 
armed forces, Public Health Ser- 
vice and the Veterans Administra- 
tion. Placed under particularly 
close scrutiny was the Veterans 
Administration’s relationship with 
teaching institutions. 

Recommended statutory changes 
are: 

|. Amend the law “so as to leave 
no doubt whatsoever that the Con- 
gress intends the chief medical di- 
rector ... to be the principal medi- 
cal authority of the agency with 
primary authority to control, man- 
age and operate its medical and 
hospital program.” 

2. Make the office of chief medi- 
cal director (now filled by Dr. Joel 
T. Boone, successor to Dr. Mag- 
nuson) one that is filled by presi- 
dential appointment, in same man- 
ner as the surgeons general of 
Army, Navy, Air Force and Public 
Health Service. 
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3. Reorganize and strengthen the 
special medical advisory group, 
now serving Administrator Carl R. 
Gray Jr., so that its members shall 
be appointed by the President to 
represent public, veterans and 
medical interests. 

Other recommendations, which 
can be effected by administrative 
action, are as follows: 

|. Delegation by Administrator 
Gray to the chief medical director 
of ‘such primary authority as may 
be necessary to assure his effective 
control over all policy affecting the 
care and treatment of patients and 
over the management and opera- 
tion of the hospital system.” 

2. Managers of Veterans Ad- 
ministration hospitals would not 
be appointed without prior ap- 
proval by the chief medical 
director. 

3. Placement of all “special ser- 
vices” personnel, such as recrea- 
tion, educational and welfare, on 
duty at veterans hospitals under 
direct control and supervision of 
the institution’s manager and with- 
in scope of policies laid down by 
the Department of Medicine and 
Surgery. 

4. Revision of budgetary control 
procedures for the purpose of sim- 
plifying fiscal duties of hospital 
managers. 

5. Initiation of personnel ceiling 
procedures by the administrator 
that will give the chief medical 
director greater flexibility in allo- 
cation of personnel in hospitals. 

“If (these recommendations) are 
adopted and if General Gray thus 
vests in his chief medical director 
the sort of authority he told us he 
was prepared to grant, we are sure 
that the deans of our medical 
schools will be able to evince the 
same confidence in their official re- 
lationships with Admiral Boone as 
Dr. Magnuson has unequivocally 
told us Admiral Boone deserves as 
an individual,” the report con- 
cludes. “The re-creation of such a 
tripartite relationship on this basis 
will mean the re-establishing of 
those same bonds which gave this 
country a veterans medical care 
program second to none.” 


Veterans Appoint Consultants 


The Veterans Administration has 
announced the appointment of 
Dr. Charles L. Brown, professor of 


medicine and head of the depart- 
ment of medicine at Temple Uni- 
versity and Hahnemann Medical 
School, and Dr. Charles E. Koss- 
mann, associate professor of medi- 
cine at New York University, to 
the Veterans Administration board 
of chief consultants. 

Dr. Brown was appointed chief 
consultant in internal medicine and 
Dr. Kossmann, cardiology. 


Music Therapy for Veterans 


Resulting from a three-day sem- 
inar in the use of music with hos- 
pitalized patients, the Veterans 
Administration now has a stand- 
ardized musical activities program 
for all its hospitals, according to 
F. R. Kerr, assistant administra- 
tor for special services of the Vet- 
erans Administration. 

The seminar, held at Downey 
(Ill.) Veterans Administration 
Hospital, featured discussions by 
physicians and others who have 
worked with music in hospitals, as 
well as demonstrations showing 
how music can be used in treat- 
ment programs. Among the dem- 
onstrations were concerts by an 
all-patient orchestra, band and 
glee club at Downey Hospital, and 
a portrayal of the part music plays 
in the treatment of lobotomy pa- 
tients. 





Hospital Volunteers 
A committee composed of 


the directors of volunteer 
workers in 15 hospitals serv- 
ing metropolitan Boston has 
been functioning for several 
years and would like to cor- 
respond with similar organi- 
zations. Harriet F. Parker, 
secretary to the Boston Com- 
mittee of Directors of Hospi- 
tal Volunteers and director 
of the Boston Volunteer Ser- 
vice Bureau, requests this 
correspondence from individ- 
uals or committees who are 
concerned with volunteer 
service in hospitals or per- 
sons interested in forming a 
committee similar to the Bos- 
ton group. 

Miss Parker’s address is 
United Community Services 
of Metropolitan Boston, Ma- 
son Memorial Building, 14 
Somerset Street, Boston 8. 
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Actions of the Board of Trustees 


Important actions of the Asso- 
ciation’s Board of Trustees at its 
June meeting in Washington, D. C., 
include the following: 

Hospital—specialist relations: Fu- 
ture board problems of hospital 
relationships with medical special- 
ists will be discussed on a national 
level as a result of an agreement 
between the American Hospital 
Association and the American 
Medical Association. At its June 
meeting in Washington, the Board 
of Trustees of the American Hos- 
pital Association endorsed the idea 
of a joint committee, representing 
the trustees of both associations, to 
discuss such problems around the 
conference table. 

The American Medical Associa- 
tion agreed to the idea earlier, 
after the idea had been proposed 
by the House of Delegates of the 
American Hospital Association last 
September. 

The joint committee is expected 
to consist of five members of each 
of the two boards of trustees. 
President Charles F. Wilinsky, 
M.D., was authorized to appoint 
the representatives of the Ameri- 
can Hospital Association. These 
representatives are to serve until 
the St. Louis convention next 
month, with the understanding 
that the composition of the com- 
mittee may be changed at that 
time in accord with any changes 
in board membership which may 
occur then. 

Regional meetings of House: In 
order to keep the House of Dele- 
gates fully informed of the com- 
plex issues that will be presented 
at next month’s convention in St. 
Louis, the Board of Trustees has 
authorized Executive Director 
George Bugbee to set up regional 
conferences of the House, to be 
attended also by members of the 
Board of Trustees and the Coordi- 
nating Committee. 

Subjects to be discussed at these 
regional conferences include the 
hospital accreditation program; the 
disposition of the $100,000 re- 
served for accreditation; the pro- 
posed revision of the Association’s 
by-laws, and negotiations with the 
American Medical Association on 
problems of hospital-physician re- 
lationships. 

Field representative: A fulltime 
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field representative was author- 
ized for the Association’s head- 
quarters staff at the June 23 meet- 
ing of the Board of Trustees. At 
its February meeting, the board 
authorized a budget change to cov- 
er travel expenses and the salary 
of such a traveling representative. 

The representative will be con- 
cerned with membership promo- 
tion and other activities of interest 
to the Association. 

International congress: Several 
members of the American Hospital 
Association were present at last 
month’s congress of the Interna- 
tional Hospital Federation in Brus- 
sels, Belgium. 

The Board of Trustees desig- 
nated Dr. Donald C. Smelzer, Ritz 
E. Heerman, Dr. Joseph Turner, 
the Rt. Rev. Msgr. John J. Healy, 
the Rev. Donald A. McGowan, 
James Russell Clark, and Presi- 
dent-elect Anthony J. J. Rourke, 
M.D., as the Association’s repre- 
sentatives. 

Intern matching plan: The Amer- 
ican Hospital Association, through 
its Board of Trustees, has ap- 
proved, subject to a favorable mail 
vote of a majority of the hospitals 
approved for internships, a one- 
year trial of the mechanical match- 
ing system for intern appointment. 

This system, which was con- 
ducted on a “dry-run” practice 
basis last year, has been recom- 
mended for adoption by the Na- 
tional Interassociation Committee 
on Internships, representing the 
American Protestant Hospital As- 
sociation, the American Medical 
Association and the Association of 
American Medical Colleges. (See 
HosPITALs for May, page 68.) 

The interassociation committee 
recently reported that last year’s 
test was generally successful. 


Accreditation Program 


A joint hospital accreditation 
program, to begin about April 1, 
1952, was assured last month 
after a meeting of representatives 
of the four organizations con- 
cerned, pending only the approval 
of the American Hospital Associa- 
tion’s House of Delegates. : 

Meeting in Chicago, officials of 
the American Hospital Association, 
the American Medical Association, 
the American College of Surgeons 


and the American College of Phy- 
sicians agreed to go ahead with the 
program as proposed—that is, gov- 
erned by an 18-member Joint Com- 
mission on Hospital Accreditation 
financed jointly by the four organi- 
zations. 

When the American Medical As- 
sociation met in Atlantic City in 
June, its trustees were authorized 
to enter the joint program but 
were instructed to attempt to 
change the proportion of repre- 
sentation of the medical and hos- 
pital associations on the commis- 
sion. This proposal met with no 
success at last month’s meeting. 
The American Medical Association 
representatives then joined the 
others in approving the program 
as proposed. 

Both the American College of 
Surgeons and the American Col- 
lege of Physicians formally ap- 
proved the joint program earlier. 
The House of Delegates of the 
American Hospital Association will 
vote on the proposal at the Asso- 
ciation’s St. Louis convention next 
month. 

If the Association’s House of 
Delegates approves the plan, the 
chief executive officers of the four 
organizations then will incorporate 
the joint commission. It is expected 
that the trustees and regents of 
each organization will meet by 
early December to select their rep- 
resentatives to the joint commis- 
sion. 

The sponsoring groups hope to 
have an organizational meeting of 
the commission and to appoint its 
chief administrative officer by Jan- 
uary 1. The commission then will 
establish procedures, rules and 
regulations governing accreditation 
and will be ready to establish the 
program by April 1 according to 
present plans. 

Representation on the Joint 
Commission on Hospital Accredi- 
tation, according to present plans, 
will be as follows: 

American Hospital Association— 
six members. 

American Medical Association— 
six members. 

American College of Surgeons— 
three members. 

American College of Physicians 
—three members. 

Earmarked money: Meanwhile, the 
Board of. Trustees of the American 
Hospital Association, meeting in 
Washington, reported that the 
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$100,000 set aside last September 
for hospital accreditation is being 
held intact. A report of the financ- 
ing and organization of the pro- 
posed accreditation program will 
be made to the House of Delegates 
at the St. Louis convention. 


Conference Program 


Frank L. Weil, president of the 
National Social Welfare Assembly, 
New York City, is the featured 
speaker at the closing luncheon on 
September 20 of the fourth annual 
conference of the Committee on 
Women’s Hospital Auxiliaries. Mr. 
Weil, of the law firm of Weil, 
Gotshal and Manges, is also a 
member of the national executive 


MR. WEIL 


board of the Boy Scouts of Amer- 
ica. In October 1948 he was ap- 
pointed by President Truman as 
chairman of the President’s Com- 
mittee on Religion and Welfare in 
the Armed Forces. 

The conference of women’s hos- 
pital auxiliaries officially begins on 
Tuesday, September 18. A special 
meeting for state advisory coun- 
selors is planned for September 17. 

In addition to work sessions and 
group conferences, the auxiliaries 
conference will have general ses- 
sions on civil defense and current 
hospital needs. Speaking at the 
latter program will be Albert V. 
Whitehall, assistant director of the 
American Hospital Association, 
Washington, D. C.; Donald M. Ros- 
enberger, director of Maine Gen- 
eral Hospital, Portland, and Don- 
ald W. Cordes, administrator of 
Iowa Methodist Hospital, Des 
Moines. 

Auxiliary hotel headquarters 
will be at the Statler. Meetings 
will be at both the hotel and Kiel 
Municipal Auditorium. 
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Public Relations Winners 


Winner of the grand award in 
the sixth annual Blue Cross and 
Blue Shield public relations con- 
test was the Associated Hospital 
Service of Philadelphia. 

The grand award is given to the 
plan that has the best over-all pro- 
gram of the year. It is the third 
time Philadelphia has won in this 
class. Awards were made at the 
national Blue Cross-Blue Shield 
Enrollment and Public Relations 
Conference July 11-13 in Chicago. 

In Class I (for plans with more 
than 500,000 members), the win- 
ner was Associated Hospital Ser- 
vice and United Medical Service 
of New York City for an enroll- 
ment campaign in which the local 
doctors participated actively. Colo- 
rado Hospital Service and Colo- 
rado Medical Service won in Class 
II (200,000 to 500,000 members) 
for a non-group campaign in Den- 
ver in which every local agency 
and organization took part. 

The Class III (100,000 to 200,- 
000 members) winner was Associ- 
ated Hospital Service of Arizona 
and Arizona Blue Shield Medical 
Service for an initial non-group 
campaign that was well planned 
and executed. Class IV (under 
100,000 members) honors went to 
Hospital Service, Inc., the New 
Mexico Blue Cross plan, for a com- 
munity relations program carried 
out under difficult circumstances. 


Judges of the contest were John 
F. Ryan, manager of the press de- 
partment, National Broadcasting 
Company; C. G. Wilson, informa- 
tion supervisor, Bell Telephone 
Company, and Frank Hicks, execu- 
tive editor, Hospital Management. 

The winning entries will be 
available for study. 


Canadian Medical Plan 


The Canadian Medical Associa- 
tion has announced plans for a na- 
tional medical insurance program 
in which the government would 
pay premiums for those unable to 
do so. 

The program, Trans - Canada 
Medical Services, is expected to 
cost $36 a year for a single person 
and $72 for a family of three. Par- 
liament must adopt a bill, how- 
ever, for formal incorporation of 
the organization. 


19£0 Financial Report 


A total of $407,690,520 was paid 
to hospitals by the 90 Blue Cross 
plans for services rendered mem- 
bers in 1950. Payments for mem- 
bers care in 1950 represented the 
largest percentage of income that 
has been paid during any previous 
12-month period and exceeded by 
almost $80,000,000 the amount 
paid in 1949. 

Total earned subscription in- 
come for all Blue Cross plans in 
1950 was $461,991,538 and 88.25 
per cent of that amount went di- 


REPRESENTATIVES of winning entries in the sixth annual Blue Cross-Blue Shield public 


relations contest receive trophies for their plans from Lawrence C. Wells, assistant 
director, Blue Cross Commission (third, left). They are (from left): C. Robin Jacobsen, 
director, Hospital Service, Inc., Albuquerque, N. M.; Alfred L. Golden, public relations 
director, Associated Hospital Service and United Medical Service, New York City; G. Don- 
ald Fairbairn, public relations director, Associated Hospital Service of Philadelphia, 
winner of the grand award trophy; Lee Robbins, public relations director, Colorado Hos- 
pital Service and Colorado Medical Service, Denver, and L. Donald Lau, executive director, 
Associated Hospital Service of Arizona and Arizona Blue Shield Medical Service, Phoenix. 
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rectly to hospitals for services to 
members. 

Combined operating expenses for 
all plans was $39,923,417, or 8.42 
per cent of total earned subscrip- 
tion income, the lowest in Blue 
Cross history. 


Public Relations Assistant 


Gilbert W. Longstreet has been 
appointed assistant manager, Pub- 
lic Relations Division of the Blue 
Cross Commission. 

He joined the commission staff 
in 1945 as a member of the public 
relations group and has been con- 
cerned with editorial research, 
preparation of articles and reports, 
and layout, development and pro- 
duction of promotional material. 
Before joining the commission staff, 
he did enrollment and public rela- 
tions work with the Kansas Blue 
Cross Plan. 


Blue Shield Enrollment 


During the first quarter of 1951, 
the 72 Blue Shield plans acquired 
816,064 new members and the 11 
nonmember plans acquired 108,270 
new members, a total growth of 
924,334. 

The increase brought the total 
membership in the 72 plans to 17,- 
445,660. It is now 2,594,729 in the 
nonmember plans. Four Blue Shield 
plans increased their membership 


by more than 50,000 during the 
first quarter. New York City led 
all plans with an increase of 124,- 
037 members. 


Financial Report 


The Blue Cross Commission re- 
cently released a report on the 
financial status of 91 Blue Cross 
plans at the end of the first three 
months of 1951. 

More than $120,000,000 was 
spent for hospitalized members 
during the period. This represents 
92.99 per cent of the total earned 
income. Operating expenses were 
at a low level of 8.53 per cent. 


New Payment Method 


A new payment procedure, ap- 
proved by the Massachusetts Hos- 
pital Association’s Council on Blue 
Cross Affairs, now gives participat- 
ing hospitals advance monthly pay- 
ments. 

The first payment will equal the 
average monthly payment the hos- 
pitals received from Blue Cross 
during the first six months of 1951, 
and the succeeding monthly pay- 
ments will be in the amount of the 
previous month’s voucher. 


Limitations on Service 


Ten of the 90 approved Blue 
Cross plans place no dollar limita- 
tion on any of the services offered 


LAWRENCE C. WELLS, assistant director of the Blue Cross Commission, talks over the 
counter ot an old time variety store to sell his seven basic rules for success to public 
relations men at the Blue Cross-Blue Shield Public Relations and Enrollment Conference 
held recently in Chicago. He illustrated points in his talk "It Was Good Enough for 
Grandpa; Is It Good Enough for Us?" with a unique application of old fashioned proverbs. 
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to their members, the Blue Cross 
Commission has reported. 

The other 80 plans limit one or 
more of their certificate benefits in 
terms of maximum dollar allow- 
ances. 

Fifteen plans limit benefits by 
percentage of service covered. Ten 
of these limit only one service. 
Eight plans require cooperative or 
co-insurance payment by their 
subscribers and/or dependents 
during hospitalization. 

Only seven of the 90 approved 
plans have no limitations. 
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ADMISSION-STAY 


The April admission rate rose to 
130 per 1,000 participants, breaking 
the almost level rates of the first three 
months of 1951. The April 1950 rate 
was 124 admissions per 1,000 partic- 
ipants. 

Stays of hospitalized Blue Cross 
members increased from 7.83 days in 
February to 7.93 days in March. The 
average stay during March 1950 was 
7.87. 

Blue Cross plans provided an aver- 
age of 977 days of care per 1,000 
participants-during March 1951. This 
is an increase of approximately 2 per 
cent over February, the same in- 
crease as a year ago. The plans pro- 
vided seven days of care less during 
March 1951 than during March 1950. 
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Top-efficiency hospitals 

like Boston's Beth Israel 
combine luxury and bal aie 
economy with soleil sew of Bath oe Hone ore 
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Hospitals everywhere get 
longer service—lower main- 
tenance—richer beauty with 


Goodall Draperies 
Goodall Upholstery 
Goodall Slipcovers 
Goodall Cubicles 
Goodall Casements 
Goodall Bedspreads 














GoopALL Fasrics are made for the 
exacting needs of modern hospitals. 
Their harmonious colors, spirit-lift- 


This typical semi-private room in Beth Israel shows the restful influence ing designs, luxurious feel, fill hos- 
of Goodall Fabrics. Cheerful “Gingham Apples” draperies are emphasized pital rooms with an atmosphere of 


by the simplicity of “Gothic” cubicles and “Chateau” bedspreads. Chairs : 
are richly upholstered in sturdy “Gros Point.” well-being and good taste. And 


they're Blended-to-Perform: a vari- 
able blend of Angora Mohair for 
resilience and_ texture, rayon for 
subdued lustre, wool for body, and 
cotton for durability. That’s why 
Goodall Fabrics keep their beauty 
and shape through countless wash- 
ings and cleanings...stay color- 
bright... give longer wear. 








The living room of Beth Israel’s nurses’ dormitory invites relaxation with 
home-like Goodall Fabrics. Chairs are covered with pleasant-textured 
“Mandarin,” “Commando,” “Angora Stripe,” “Beekman”... sofas with 
“Claremont,” “Beekman,” and “Angora Stripe.” “Foliate” draperies are 
smartly color-coordinated. 


©1951, Goodall Fabrics, Inc. Subsidiary, Goodall-Sanford, Inc. (Sole Makers of World-Famous PALM BEACH* Cloth) *Registered Trade Mark 
GOODALL FABRICS, INC.*NEW YORK «© BOSTON * CHICAGO © DETROIT * SAN FRANCISCO + LOS ANGELES 
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ORGANIZATIONS 





The Rev. Clarence A. Morrill, 
Methodist Hospital, Brooklyn, was 
elected vice president, and Sister 
Ursula Marie, administrator of 
Mary Immaculate Hospital, Ja- 
maica, was elected secretary. 

The new executive committee is 
composed of Mr. Feigenbaum; the 
Rev. Morrill; Sister Ursula Marie; 
H. F. Rudiger Jr., director of 


Hospital Council Officers 


Arthur Feigenbaum, superin- 
tendent of Jewish Sanitarium and 
Hospital for Chronic Diseases, 
Brooklyn, was elected president of 
the Hospital Council of Brooklyn, 
Long Island and Staten Island at 
a recent meeting at Mercy Hospi- 
tal, Rockville Centre, N. Y. 
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Southside Hospital, Bay Shore; Dr. 
I. Magelaner, medical superintend- 
ent of Kings County Hospital, 
Brooklyn; Sister Mary Anna, su- 
perintendent of Mercy Hospital, 
Rockville Centre, and Louis 
Schenkweiler, superintendent of 
Wyckoff Heights Hospital, Brook- 
lyn. 


Methodist Hospitals 


The National Association of 
Methodist Hospitals and Homes is 
planning its 1952 convention for 
February 20-21 at Cleveland, Ohio. 
Convention headquarters will be 
the Statler Hotel. 

Speakers scheduled to speak so 
far are Prof. B. G. Childs of Duke 
University; Bishop Hazen G. Wer- 
ner, and Bishop Donald H. Tippett. 
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Rochester Council Visitors 


Recent visitors at the office of 
the Council of Rochester Regional 
Hospitals were Dr. Marcello G. 
Leite (center), San Paulo, Brazil, 
and Dr. Raul Palma (right), Val- 
paraiso, Chile. Jacques Cousin 
(left), assistant director of the 
council, points out features of plans 
for a new hospital building being 
constructed with council assistance. 

The doctors are both administra- 
tors of large hospitals and are in 
this country on Kellogg Founda- 
tion fellowships to study hospital 
administration. They are just two 
of a group of visitors from other 
countries who have visited the 
council offices this year to study 
the organization and operation of 
a regional hospital program. 
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HOSPITALS 














Sr. 
itend- 
spital, 
24, SU- 
spital, 
Louis 
it of 
rook- 





e of 
onal 


azil, 
Val- 
usin 
the 
lans 
2ing 
nce. 
tra- 
> in 
da- 
ital 
two 
her 
the 
ady 
of 
































Public Health Association 


San Francisco has been selected 
as the site of the 79th annual meet- 
ing of the American Public Health 
Association, October 29 to Novem- 
ber 2, according to Dr. Reginald 
M. Atwater, executive secretary of 
the association. Thirty-eight related 
organizations and the western 
branch of the American Public 
Health Association will be meeting 
there simultaneously. 

Modern public health practice in 
all its aspects and its relationship 
to national security and civil de- 
fense will be discussed by more 
than 400 authorities. The 13 sec- 
tions in the association will sponsor 
symposiums on such subjects as in- 
dustrial hygiene, food and nutri- 
tion, and maternal and child health. 





Greater New York 


Fred Heffinger, superintendent 
of the Manhattan Eye, Ear and 
Throat Hospital, has been elected 
president of the Greater New York 
Hospital Association. 

Other officers are: President- 
elect, Dr. Henry N. Pratt, director 
of New York Hospital; vice presi- 
dent, Dr. A. P. Merrill, superin- 
tendent of St. Barnabas Hospital 
for Chronic Diseases; treasurer, 
Louis Miller, superintendent of 
Jewish Memorial Hospital; secre- 
tary, Fred Fish, director of Luth- 
eran Hospital of Brooklyn; execu- 
tive director, John V. Connorton, 
Ph.D.; counsel, Emanuel Hayt. 


Idaho 


More than 75 delegates and rep- 
resentatives of hospital and allied 
associations in Idaho attended the 
spring meeting of the Idaho Hospi- 
tal Association in Boise May 21-22. 

The principal topics of discus- 
sion were prepaid hospital insur- 
ance and hospital public relations. 
Leo O’Connel, commissioner of in- 
surance for the state of Idaho, 
spoke on “The State and Prepaid 
Hospital Plans and Health and Ac- 
cident Insurance.” “The Formation 
of an Idaho Hospital Association 
Insurance Acceptance Council” 
was discussed by Sister Jeanne, Sa- 
cred Heart Hospital, Idaho Falls. 

The association was formally in- 
corporated as a nonprofit corpora- 
tion under the Idaho laws. 





Diagnostic Health Clinics 


The Hospital Council of Greater 
New York has announced that it 
cannot endorse the establishment of 
diagnostic clinics at health centers 
Operated by the Department of 
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Health that are isolated from hos- 
pitals. 

The council pointed out that such 
clinics duplicate facilities, person- 
nel and equipment already avail- 
able at general hospitals; render 
incomplete service; and remove 
their personnel from the center of 
medicinal activity. 


New Mental Health Group 


Three national groups have 
merged to form the National Asso- 
ciation for Mental Health in an en- 
deavor to bring the central truths 
of mental health to the attention 
of every person in the United 





States, according to the president 
of the new organization, Oren Root, 
New York City attorney. 

In addition to publicizing the 
truths of mental health, the asso- 
ciation will work to make psychi- 
atric services more available and 
promote research programs. 

Dr. George S. Stevenson, past 
president of the American Psychi- 
atric Association, is medical direc- 
tor of the new group. The three 
groups which joined together in 
the association were the National 
Committee for Mental Hygiene, 
National Mental Health Founda- 
tion and Psychiatric Foundation. 
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Hospital Beds Needed 


The Joint Hospital Survey and 
Planning Commission has reported 
New York City needs 11,310 more 
general hospital beds to meet peak 
needs. 


Many of the needs are as re- 
placements for facilities that are 
obsolete and not fire resistant. The 
figures do not include chronic, tu- 
berculosis or psychiatric needs. In 
addition the need has been stressed 
for state financial assistance and 
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leadership in strengthening the 
working relationships between 
large and small hospitals and med- 
ical schools. 


University of Chicago 


Ground was broken in June for 
two new _ specialized hospitals 
to be added to the University of 
Chicago Clinics, making a total of 
709 hospital beds in the medical 
center. 

Seventy-five beds will be added 
by the construction of the Charles 
Gilman Smith Hospital for research 
and treatment of contagious and 
heart diseases. The other hospital, 
with 92 beds. will be the west wing 
of the clinics group and will be for 
research in orthopedics and in 
chronic diseases, including tuber- 
culosis, allergy, arthritis and me- 
tabolic disorders. 

Construction and equipment 
costs for the two hospitals is esti- 
mated to be $4,500,000. In addition 
to the Charles Gilman Smith me- 
morial fund of $574,000, the new 
buildings are being financed in part 
by grants of $485,000 from the 
Federal Security Agency and 
$690,000 from Hill-Burton funds. 


Fund-Raising Campaigns 

The $450,000 building fund cam- 
paign of Franklin (Pa.) Hospital 
has reached a total of $529,555, 


FIRST STEP in the rehabilitation of the 82- 
year-old Alexian Brothers Hospital in St. 
Louis ‘was the installation of an automatic 
sprinkling system. Two Alexian brothers are 
shown above inspecting progress of the work. 
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and additional subscriptions are 
expected to increase the amount to 
$560,000. 

The money will make possible 
32 additional beds to make a total 
of 117; increased laboratory and 
clinical facilities; a new complete 
kitchen, and fire resistant treat- 
ment of the original hospital build- 
ing. 

Mercy Hospital in Muskegon, 
Mich., ended a recent building fund 
campaign with a total of $625,995, 
which was $175,995 more than the 
goal. The hospital’s medical staff 
subscribed $122,560, or 27 per cent 
of the goal. 

The hospital plans to build a five 
floor addition to remedy the short- 
age of hospital beds in the area. 


Waupun Hospital Dedication 


Waupun (Wis.) Memorial Hos- 
pital was dedicated July 5 at a pon- 
tifical Mass, celebrated at the hos- 
pital by Archbishop Moses E. Kiley. 
The 90-bed institution, built at a 
cost of $2,500,000, is operated by 
the Franciscan Sisters. 


Expansion Program 


Montgomery Hospital in Norris- 
town, Pa., is planning a $1,750,000 
expansion program which will en- 
large the hospital capacity to 285 
beds and provide a new school of 
nursing building. 

A new wing to the hospital will 
be built at a cost of $1,000,000. The 
nursing building will cost $750,- 
000. 

Plans for the additions were ap- 
proved after a study revealed ex- 
isting facilities were not adequate 
tec meet steadily increasing de- 
mands. 


Butler Hospital Addition 


Ground was broken late in June 
for a new six-floor wing to Butler 
(Pa.) County Memorial Hospital 
and for a three-floor addition to 
Sarver Hall, the nurses’ home at 
the hospital. 

The construction, to cost $3,500,- 
000, will take about 18 months. 

Dr. Glidden L. Brooks, professor 
of hospital administration at the 
University of Pittsburgh, was a 
speaker at the ceremony. 


Hospital for Drug Addicts 


The Riverside Hospital on North 
Brother Island in the East River, 
New York City, is to be put into 
use soon as a hospital for young 
narcotics addicts. 

Dr. Marcus D. Kogel, commis- 
sioner of hospitals in New York 
City, announced that the hospital 
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would be prepared for use at a cost 
of $200,000. A staff of 200 on the 
island would include psychiatrists, 
psychologists, vocational guidance 
and social workers. 


Master Plan for Hospitals 


The Hospital Council of Greater 
New York has released its “Master 
Plan for Hospitals and Related Fa- 
cilities for Nassau and Suffolk 
Counties (Long Island).” 


The major finding and recom- 
mendation of the plan provides for 
a substantial increase in beds in the 
two counties, particularly in Nas- 
sau. Already under construction 
are 275 general care beds—235 in 
Nassau and 40 in Suffolk. There 
are 995 general beds still needed 
—880 in Nassau and 115 in Suffolk. 

The plan was prepared at the 
request of the Long Island Regional 
Hospital Planning Council. 
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Student Nurse Enrollment 


Students enrolled in state-ap- 
proved schools of nursing num- 
bered 102,509 on Jan. 1, 1951. This 
is the largest enrollment ever re- 
ported with the exception of the 
war years, 1944-47. 

With the increase in students, 


however, has been an accompany- 
ing decrease in the number of 
schools. In the last 20 years, the 
number of students has increased 
24 per cent, from 82,989 in 1931 to 
102,509 in January 1951. The num- 
ber of schools has decreased 35 
per cent, from 1,802 schools in 
1931 to 1,170 at the present time. 
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Thirty-six of the schools now op- 
erating are preparing to close. 

Of the 47 schools in which there 
are less than 20 students enrolled, 
23 are planning to close. Many of 
these small schools do not have 
enrollments of even 20, and there 
is a question of how such schools 
can afford to maintain the classes. 
It has been suggested that central 
schools might solve the problem. 

There are 59 schools having an 
enrollment of 200 or more, and one 
school has 400 students. 

Of the total enrollment, 101,873 
are residents of the United States. 
This means there is an average of 
6.8 nursing students for each 10,- 
000 persons. The average varies in 
the different sections of the coun- 
try, from 11.8 students per 10,000 
people in New England to only 3.5 
in the West South Centrai division. 






















Army Study of Nurse Shortage 


Provisions for more economical 
and efficient use of registered 
nurses in the armed forces were 
announced recently by Secretary 
of Defense George C. Marshall. 

The purpose of the new policies, 
contained in a nine-point directive, 
will be to eliminate needless drain 
of registered nurses from civilian 
economy while assuring that Unit- 
ed States military personnel will 
still get the best possible nursing 
care. 
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93) 1936 al 1946 1951 
Schools 1,802 ai7 1,303 271 1170 
Students 82,989 69,589 87,588 128,828 102,509 





THE CHART ABOVE shows the per cent of 
change in number of state-approved schools 
of nursing and ‘students enrolled each year 
since 1931. The decrease in both between 
1932 and 1935 may have been caused by the 
depression. The sharp increase in enrollment 
between 1941 and 1946 was due to World 
War II and creation of Cadet Nurse Corps. 
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Florence Nightingale Award 


The Florence Nightingale Medal, 
one of the highest honors of the 
international committee of the Red 
Cross, was awarded to Col. Flor- 
ence A. Blanchfield, former super- 
intendent of the Army Nurse Corps, 


COLONEL 
BLANCHFIELD 


MISS NELSON 
and Sophie Nelson, chairman of 
the National Nursing Council dur- 
ing World War II. 
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Cuban Stamp Honors Nurse 


A commemorative stamp honor- 
ing Clara Louise Maass, historic 
United States Army nurse, is to be 
issued by the Republic of Cuba on 
August 24. A presidential decree 
authorized the emission of 3,000,- 
000 copies of the stamp, value of 2 
centavos. 

Nurse Maass, a graduate of Lu- 
theran Memorial Hospital, East 
Orange, N. J., died in Cuba on Aug. 
24, 1901, as the result of her vol- 
untary submission to the bite of a 
Stegomyia mosquito, then suspect- 
ed as a carrier of yellow fever vi- 
rus. The only American to perish 
in the course of the experiment by 
the United States Army, her death 
gave final proof of one cause of the 
disease. 

A similar stamp, honoring Nurse 
Maass as a symbol of “The Amer- 
ican Nurse in Peace and War,” has 
been requested of the United States 
Post Office Department by the 
nurses of the United States, head- 
ed by the American Nurses Asso- 
ciation. 


en ame 


The awards were presented at 
the annual convention of the Amer- 
ican Red Cross in New York by 
Florence Johnson, dean of nursing 
in the New York chapter of the 
American Red Cross. 

In addition to her service in the 
Army Nurse Corps, Col. Blanch- 
field has been secretary of the 
Philippine Islands committee on 
Red Cross nursing: service and a 
member of the District of Colum- 


bia committee on Red Cross nurs- 
ing service. She also was a member 
of the national committee on Red 
Cross nursing service. 

After being enrolled as a Red 
Cross nurse in 1917, Miss Nelson 
worked in France, Montenegro, 
Albania and Greece. Since 1926 she 
has been director of the nursing 
services of a Boston life insurance 
company and is now secretary of 
that organization. 
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“Fits new iceless oxygen tent, first 
to be awarded the approval of the 
Underwriters’ Laboratories, isa major 
contribution to the profession, offering 
features of safety, efficiency and econ- 
omy never obtainable before. 


Of major importance to users, the 
O.E.M. Mechanaire coil will not freeze 
up (ice) regardless of humidity or 
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icing—permits instant, even thermo- 
static control of temperature, humid- 
ity. No defrosting is necessary. 

The O.E.M. Mechanaire is also 
equipped with the full-bed O.E.M. 
Cleerlite Transparent Permanent Can- 
opy (thickness, 5 mil). It is water- 
proof, will not pit or stipple in oxygen, 
is resistant to air, alcohol, acids—does 
not deteriorate or become brittle. 

The O.E.M. Mechanaire is the light- 
est oxygen tent available today, weigh- 
ing only 175 pounds. It handles easily 
with practically no effort. 

There are still other important fea- 
tures you should know about the 
O.E.M. Mechanaire. Write today for 


our new catalog. 
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Washington Residents 


Washington University has an- 
nounced residency appointments 
for its 1951 class of hospital ad- 
ministration students. 

BELL, RODERIC, to Boone Powell, 
administrator, Baylor University 
Hospital, Dallas, Texas. 

BIRTHELMER, WILBUR, to Gerhard 
Hartman, superintendent, State 
University of Iowa Hospital, Iowa 
City. 


CAMPBELL, EDWIN C., Army. 

CANEDY, JAMES, to Hal Perrin, 
administrator, Bishop Clarkson 
Memorial Hospital, Omaha. 

DIAZ-BENABE, AUGUSTIN, to Dr. 
J. Serra Chavarry, manager, San 
Patricio’s Hospital, San Juan, P. R. 

EDWARDS, LT. EUGENE G., MSC., 
to commanding general, Fitzsim- 
ons Army Hospital, Denver. 

ForD, DorA BELLE, to Harry J. 
Mohler, president, Little Rock 
(Ark.) Hospital. 
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GOFF, CHARLES M., to Dr. Frank 
Sutton, director, Miami Valley 
Hospital, Dayton, Ohio. 

HAGEDORN, DoROTHY, to Dr. Cur- 
tis Lohr, superintendent, St. Louis 
County Hospital, Clayton, Mo. 

LEA, ROLAND, to Dr. Curtis Lohr, 
superintendent, St. Louis County 
Hospital, Clayton, Mo. 

Lour, LT. CHARLES G., to com- 
manding officer, Medical Field Ser- 
vice School, Brooke General Hos- 
pital, Fort Sam Houston, Texas. 

MARSHALL, FREDERICK, to Dr. Al- 
bert Kerlikowske, director, Uni- 
versity Hospital, Ann Arbor, Mich. 

SCHERMIN, CAPT. FRANK J., to Lt. 
Col. L. M. Keffer, executive officer, 
Station Hospital, Scott Air Force 
Base, III. 

SIMONDS, WARREN W., to Dr. 
Frank R. Bradley, director, Barnes 
Hospital, St. Louis. 

STAFFORD, GEORGE T. JR., to Rob- 
ert Neff, administrator, Methodist 
Hospital, Indianapolis. 

THOMPSON, LEONARD K., to Sam- 
ple B. Forbus, director, Watts Hos- 
pital, Durham, N. C. 


WormTLEY, NEIL C., to Horace , 


Burgin, administrator, Burge Hos- 
pital, Springfield, Mo. 


Seminar for Administrators 


The Rochester (N. Y.) Regional 
Hospital Council has awarded cer- 
tificates to 11 hospital administra- 
tors in the Rochester region who 
have successfully completed a 
seminar in hospital administration. 

Those completing the course are: 
Eleanor S. Confer, superintendent 
of Shepard Relief Hospital, Mon- 
tour Falls; Charles D. Corwin Jr., 
treasurer and business manager of. 
Clifton Springs Sanitarium and 
Clinic; Estella Douglas, superin- 
tendent of Medina Memorial Hos- 
pital; Helen Dumack, administra- 
tor of Bethesda Hospital, Hornell; 
William D. Entley, superintend- 
ent of Arnot Ogden Memorial Hos- 
pital, Elmira; May H. Epke, admin- 
istrator of Lakeside Memorial Hos- 
pital, Brockport; Clifford A. Hol- 
brook, secretary of Iola Sanatori- 
um, Rochester; Stanley W. Martin, 
administrative resident, St. Mary’s 
Hospital, Rochester; Sister Mary 
Albert, administrative resident, St. 
Mary’s Hospital, Rochester; Sister 
Miriam Joseph, St. James Mercy 
Hospital, Hornell, and Sister Rose 
Clare, St. Joseph’s Hospital, El- 
mira. 
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-- IN GENERAL :- - 





Minneapolis Hospital Strike 


Strikers went back to their jobs 
at 10 private hospitals in Minne- 
apolis after a walkout in mid-July 
that seriously handicapped nine of 
the institutions and threatened to 
close the other. 

Despite a state law forbidding 
strikes against charitable institu- 
tions, nonprofessional workers 
from the laundry, housekeeping, 
maintenance and dietary depart- 
ments walked out and the union 
began picketing the hospitals, stop- 
ping deliveries of food and sup- 
plies. Police were called in to 
maintain order after violence was 
reported. 

After the court issued a tem- 
porary injunction to the union to 
call off its pickets, the workers 
returned to work. A court order 
required hospitals to reinstate the 
strikers. Some of the hospitals had 
refused to do so because, they said, 
the workers had left before the 
strike was officially begun July 5. 
After an appeal by the hospitals, 
for a reconsideration of the order, 
the court took the matter under 
advisement on July 19. 

The dispute arose from a union 
demand that hospitals accept an 
arbitration board’s recommenda- 
tion for a union shop with a work 
week of not more than six con- 
secutive days, with two consecu- 
tive days off and a 15-cent-an-hour 
pay increase, retroactive to March 
1. The hospitals granted a five-cent 
hourly increase in May. They re- 
fused to arbitrate except on wages 
and hours. 

After the strike, a negotiating 
committee of five hospital trustees 
and five union representatives 
were attempting to work out a new 
contract. No hospital administra- 
tors and no representatives of the 
striking union, Public Service Em- 
ployees Union, were on the com- 
mittee. 

The hospitals affected by the 
strike were Abbott, Asbury, Fair- 
view, Swedish, Parkview, St. Barn- 
abas, St. Mary’s, Deaconess, Eitel, 
and Northwestern. 


Quota Basis for Interns 


Because of an increasing de- 
mand by hospitals for interns in 
the last 10 years, the number of 
internships - offered by approved 
hospitals now exceeds the number 
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of available applicants by at least 
3,000. To prevent unfair competi- 
tion for interns, the Council on 
Medical Education and Hospitals 
of the American Medical Associa- 
tion has announced the establish- 
ment of quotas for the appoint- 
ment of interns, to become effec- 
tive July 1, 1952. 


The first list of hospitals ap- 
proved will appear in the 1951 In- 
ternship and Residency Number of 
the Journal of the American Med- 
ical Association. In hospitals ap- 
proved for intern training only, 
the number of internships offered 
for July 1, 1952, to June 30, 1953, 
will be limited to 80 per cent of 
the number offered in 1950 as list- 
ed in the 1950 Internship and Resi- 
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dency Number or to the total num- 
ber offered in 1940, whichever is 
the larger. This dual basis has been 
adopted to avoid penalizing hospi- 
tals that have not increased their 
requirements for interns during 
the ten-year period. 

In hospitals approved for both 
intern and residency training, the 
number of internships offered for 
the same period will be limited to 
70 per cent of the number offered 
in 1950 or to the total number 
offered in 1940, whichever is the 
larger. 


For hospitals approved since the 
publication of the 1950 Internship 
and Residency Number, a similar 
quota based on comparable bed 
capacities and annual admission 
rates will be allocated. In hospi- 
tals with a rotating type of intern- 
ship, the number of appointments 
will not be less than four. 


Will Ross Dies 

Will Ross, of Milwaukee, long an 
active supporter of health pro- 
grams, died recently, leaving one- 
fourth of his estate to medical and 
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cultural groups. Five per cent of 
this sum has been willed to the Li- 
brary of the American Hospital 
Association and 20 per cent to the 
American College of Hospital Ad- 
ministrators. 

Mr. Ross became interested in 
hospitals and sanatoriums during 
his fight against tuberculosis, 
which he developed while still in 
his teens. Much of his time after 
that was spent in health work. In 
1944 he was elected president of 
the National Tuberculosis Associa- 
tion. He was the second layman to 
hold the office. In 1943 he was 
awarded the Hoyt E. Dearholt 
medal of the Mississippi Valley 
Conference for his contributions, 
particularly for his 30 years of 
work with the Wisconsin Anti-Tu- 
berculosis League. 

Also sharing in the bequest are 
the Wisconsin division of the 
American Cancer Society, National 
Tuberculosis Association, the Wis- 
consin Anti-Tuberculosis Associa- 
tion and the Curative Workshop. 


"Doctor of Sick Hospitals" 


Mother Mary Alice, superintend- 
ent of St. Clare’s Hospital, New 
York City, and founder of that in- 
stitution 17 years ago, received 
civic honors and the papal honor, 
the Bene Merenti gold medal, on 
her golden anniversary in June as 
a nun in the Third Order of St. 
Francis. 

At the same time, the hospital’s 
sixth building, the Regina Coeli 
Hall, was dedicated by Francis 
Cardinal Spellman. New York’s 
Mayor Vincent Impellitteri and 
state controller J. Raymond Mc- 
Govern, representing Gov. Thomas 
E. Dewey, were present at the 
ceremony. 

Mother Mary Alice, called “the 
doctor of sick hospitals,’”’ has reno- 
vated old hospitals, built new ones, 
increased bed capacities and in- 
stalled modern equipment, and has 
founded nurses training centers as 
well as founding and expanding 
clinics. Since she founded St. 
Clare’s, she has increased the hos- 
pital’s capacity from 45 to 440 beds. 


Negroes on Medical Staff 


Davis Hospital in Pine Blufi, 
Ark., has elected for the first time 
two Negro physicians to the med- 
ical staff of the hospital. The doc- 
tors, C. A. Lawlah and C. A. Flow- 
ers, are well known in the area. 

Dr. Lawlah is a graduate of Rush 
Medical College, Chicago. He in- 
terned at Provident Hospital, Bal- 
timore, and served his residency 
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at Flint Goodrich Hospital in New 
Orleans. Dr. Flowers was gradu- 
ated from Meharry Medical Col- 
lege in Nashville, served his in- 
ternship at George W. Hubbard 
Hospital, Nashville, and his resi- 
dency at McRae Memorial Tuber- 
culosis Sanatorium in Alexander, 
Ark. 


Building Research Congress 


Marshall Shaffer, A.I.A., chief of 
the technical services branch of the 
Division of Hospital Facilities, 
Public Health Service, will repre- 
sent the United States at the In- 
ternational Building Research Con- 
gress in London, September 11-20. 
This congress is sponsored by the 
International Union of Architects. 

Mr. Shaffer, a widely known au- 
thority on hospital architecture, 
recently was promoted to engineer 
director in the Public Health Ser- 
vice. 

Winner of the Edward C. Kem- 
per Award for outstanding contri- 
butions to the architectural profes- 
sion, presented by the American 
Institute of Architects in May, Mr. 
Shaffer has been active in Ameri- 
can Hospital Association hospital 
planning activities. His branch in 
the Public Health Service reviews 
all architectural details of hos- 
pitals applying for federal aid 
under the Hill-Burton Hospital 
Survey and Construction Act and 
works continuously on the im- 
provement of hospital design. 


Cerebral Palsy Grant 


A grant of $10,000 to continue a 
nationwide educational program 
for specialists in the field of cere- 
bral palsy has been made by Alpha 
Chi Omega, women’s fraternity, to 
the National Society for Crippled 
Children and Adults, Chicago. 

The grant will make possible ad- 
vanced study in the care and treat- 
ment of cerebral palsied children 
by specially selected physicians, 
therapists and educators during the 
next two years. 


Cancer Mortality Decline 


Indications of a decline in cancer 
mortality have been reported by 
the Metropolitan Life Insurance 
Company. 

The company reports that where 
the primary site of the disease is 
accessible to diagnosis, the decline 
in the death rate from 1946-47 to 
1949-50 was 2.4 per cent for men 
and 7.2 per cent for women. In in- 
accessible cases, the death rate 
among women declined 1.1 per 
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cent, but increased among men by 
4 per cent. 

Increases in death rates were re- 
corded for cancer of the lung and 
other respiratory areas. 

The company also reported the 
general death rate in 19 countries 
has declined more than 8 per cent 
since before World War II. In nine 
of the countries the death rate de- 
clined by 20 per cent or more. 


Tuberculosis Death Rate 


Following a study covering 30 
countries and extending from 1937 


to 1949, the World Health Organi- 
zation reported from Geneva that 
there has been a general decrease 
in deaths from tuberculosis since 
1945, with a spectacular postwar 
fall in mortality rates in a number 
of European countries engaged in 
hostilities in World War II. 

France, which in 1941 and 1942 
showed rates as high as 134 and 
128 for each 100,000 inhabitants, 
dropped to 68 for each 100,000 by 
1949. 

Italy’s rate declined to 49 deaths 
for each 100,000 inhabitants from 
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a high recorded in 1942 of 102 
deaths per 100,000. Norway showed 
a drop from 74 in 1944 to 52 in 
1948. Denmark is the only country 
among those covered by the re- 
port that attained a mortality rate 
as low as 19 by 1949. 

Two neutral countries of World 
War II, Portugal and Spain, main- 
tain, together with Finland, the 
highest death rates from the dis- 
ease among European countries in- 
cluded in the report. In 1948, the 





rates for Portugal and Spain were 
148 and 114, respectively, and for 
Finland, 156. 


Results of Plan Survey 


Summarized results of the first 
comprehensive survey conducted 
of independent hospital and medi- 
cal care plans throughout the coun- 
try were published recently by 
Social Security Administration. 
Data are given on 251 prepayment 
plans unaffiliated with Blue Cross 
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or Blue Shield and which range 
in size from Health Insurance Plan 
of Greater New York down to little 
groups with less than 50 members. 

The 251 plans surveyed had a 
1949 income of $93,800,000 and 
their expenditures totaled $82,500,- 
000. Their combined beneficiary 
potential was 4,500,000 individuals, 
of whom 3,900,000 carried hos- 
pitalization insurance in the 216 
plans offering this benefit. Slightly 
under 3,000,000 were covered with 
both hospitalization and medical 
care insurance, the latter either 
limited or comprehensive. Ap- 
proximately 970,000 carried hos- 
pitalization insurance alone. 

Thirty-four of the plans studied 
limit coverage to hospitalization, 
their size ranging from little com- 
munity-wide cooperatives in the 
South to a few having average en- 
rollments in excess of 200,000. 

The report, prepared by Agnes 
W. Brewster, of the Social Security 
Administration Division of .Re- 
search and Statistics, was published 
in the monthly Social Security 
Bulletin for May. 


Children's Tumor Clinic 


Children’s Hospital, Pittsburgh, 
recently opened a tumor clinic for 
diagnosing cancer or tumors in 
children. Clinic facilities are avail- 
able to outpatients and inpatients 
of the hospital who are examined 
every Tuesday. A tumor board 
composed of physicians experi- 
enced in diagnosing such conditions 
reviews all cases referred to it. 

The new clinic is related to simi- 
lar ones at Presbyterian and Eliza- 
beth Steel Magee hospitals in Pitts- 
burgh. 


Dr. Gordon Heads College 


Dr. Burgess Lee Gordon, clinical 
professor of medicine at Jefferson 
Medical College and director of 
Jefferson Hospital’s department for 
diseases of the chest, has been ap- 
pointed president of Woman’s 
Medical College of Pennsylvania, 
Philadelphia. 

Dr. Gordon is a_ well-known 
medical educator and an authority 
on diseases of the chest. 


Free Clinic Program 


A free clinic program for early 
detection of cardiac disorders is be- 
ing planned by the Missionary Sis- 
ters of the Sacred Heart, adminis- 
trators of Columbus Hospital, New 
York City, in commemoration of 
Mother Cabrini’s intense devotion 
te the Sacred Heart of Jesus and 
in celebration of the dedication of 
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PORCELAIN ENAMEL 


FOR 1001. 
| SURGICAL USES 


— —>- Vaseline 


Trade-Mark ® * 


Sterile Petrolatum Gauze 


| GIVES You THESE fae 


IMPORTANT Bice tt AdtnG, 
j : ple design - 
3 _ and color- 4 Oe 
3 | ful. stripes : FZ, t hiache 
AGES q nyt es ready for immediate applieation — 
“Hoot to: 





always sterile, always ready ... emol- 
day. lient .. . non-adherent . . . non-irritat- 
ing ...non-macerating... for OR— 
WARDS — OPD — EMERGENCY — 
CS—CASUALTY UNITS. 


MODERN DESIGN 
Plus ATTRACTIVE i 
COLOR COMBINATIONS! 


Your choice of many color combinations and 
three upholstering fabrics enable you to select 
stools and tables that harmonize well ... and 
add colorful beauty to your installation! 


LIFETIME FINISH — 
SMOOTH, EASY TO KEEP CLEAN! 


“CHF” Porcelain Enamel is a heat treated finish. 
It is fused on solid cast iron which insures per- 
fect enameling and strength that stands up under 
heavy use. Surface has a glass-like smoothness 
that’s easy to maintain . . . keeps upkeep to a 
minimum! 


DURABILITY OF CAST IRON Noe , | 
ONE-PIECE” CONSTRUCTION! as dressing for burns ¢ abrasions 











2 Sizes: each 6 envelopes to the 


carton. Unit envelope... one 3” x 36” 
dressing. Duplex envelope...two 3” x 
18” dressings. 


Columns and bases of these “CHF” stools are 
cast solid in one piece —not assembled stamp- 
ings or spinnings! You have an unbroken line 


athletic injuries * circumcisions * carbun- 
cles * leg ulcers « plastic surgery * many 
other traumatic or surgical wounds. 


from seat to floor and the durability of cast con- 
struction assures you of stools and tables that 
last a lifetime! 








No. 919-254 Mush- 
- toom table base with 
| Sanite {non-vitreous) 


Write for Illustrated Catalog Y 
showing other finishes : 
enamel columns to 


: ' and designs in the K 
match or contrast “Ge ee . ° Sa ntat 
with Ts lain enam- complete ‘‘CHF"’ line. as pac in abdominal incisions 


hemorrhoidectomy * compound fractures 
osteomyelitis « arthrotomy, etc. 


Chesebrough Mfg. Co., Cons’d 


Professional Products Division 
NEW YORK 4, N. Y. 


VASELINE is the registered trade-mark of the 
Chesebrough Mfg. Co., Cons’d ee 


DISTRIBUTORS IN ALL PRINCIPAL CITIES 


THE CHICAGO HARDWARE FOUNDRY COMPANY 


3581 COMMONWEALTH AVENUE « NORTH CHICAGO, ILLINOIS 
‘Dependable Since 1897" ~ 
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Specialty Lights 


(Above) DNP-1 light used 
in residence, with face 
plate removed, showing 
construction of (2 gang) 
plaster ring box cover. 


Low Voltage or 115V 


Plastic prism lens in red, 
green, blue, amber and 
crystal—inside surface 
sandblasted. 





Face plate of Plaskon 
Stainless Steel or various 
Hammertone finishes. 


Marine-type Pedestol light 
with “Pathfinder” head 
may be mounted on post, 
wall, ceiling, etc. 





GREEN 4 








Construction of Pathfinder-head type 
prism lens combinations: 360°, 180°, 
or 3 prism 360° rings. 


Write for a copy of the UPL-2 Specialty 
Lights Bulletin for complete informa- 
tion. Add PL-3 if interested in the 
Pathfinder type lights. 


Address Cannon Electric, 3209 Humboldt Street, 
Los Angeles 31, Calif. Canadian offices and plant: 
Toronto, Ont. Export: Frazar & Hansen, San Fran- 
cisco, Calif. Representatives in principal cities. 








a new wing of the hospital by 
Francis Cardinal Spellman. 

Mother Cabrini, now known as 
Saint Frances Xavier Cabrini, was 
the founder of Columbus Hospital 
and six other hospitals in the 
United States. 

Columbus Hospital researchers 
are experimenting with new in- 
struments that may be valuable in 
the earlier detection of heart con- 
ditions. The researchers are also 
beginning a program of evaluating 
new drugs for the control of heart 
disease. : 


Public Relations Director 


John R. Kinsey, former newspa- 
perman and associate editor of a 
mechanics magazine, has been ap- 
pointed public relations director at 
Wesley Memorial Hospital, Chi- 
cago. He has been a member of the 
public relations staff at Northwest- 
ern University and director of pub- 
lic relations for an appliance firm. 


Red Cross Officials Resign 


Dr. G. Foard McGinnes, present 
national medical director and for 
five years vice president for health 
services, American National Red 
Cross, has resigned. He will be suc- 
ceeded by Maj. Gen. David Grant, 
who recently was appointed direc- 
tor of the Red Cross national blood 
program. 

The assistant national director of 
nursing services for the American 
National Red Cross, Frances 


Crouch, has resigned to becom: 
nurse consultant, Federal Civil De- 


fense Administration. 


Donations Equip Laboratory 


Leo Wallach, a Chicago hote! 
man who has worked anonymously 
to raise funds for research in ulcer- 
ative colitis, will see his work re- 
warded in a newly equipped labor- 
atory at the University of Chicago 
Clinics. A plaque dedicated to Mr. 
Wallach has been placed on the 
door of the laboratory. 

Mr. Wallach, who became inter- 
ested in ulcerative colitis when his 
son became ill of it, noted the cost- 
liness of the disease and the need 
for new equipment for its study. 
Hospitalization alone, in typical 
cases, has cost from $800 to more 
than $5,000, exclusive of drugs, 
nursing care and professional fees. 

Mr. Wallach made the first of his 
eight contributions in 1949 and 
since then has enlisted the support 
of friends to make the complete 
scientific laboratory possible. Con- 
tributions also will be used to pur- 
chase drugs for ulcerative colitis 
patients unable to afford the med- 
ication. 


Outstanding Pharmacist 


The Remington Medal, phar- 
macy’s highest honor, will be pre- 
sented this fall to Dr. Hugo H. 
Schaefer, treasurer of the Ameri- 
can Pharmaceutical Association 
and dean of the Brooklyn College 


PICKETS ARGUE with a nurse trying to enter Fairview Hospital during the Minneapolis 
hospital strike. Ten private hospitals were affected by the “spontaneous work stoppage. 
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Steamcraft two-compartment model. 
Takes 6 full size pans or 12 half- 
pans. Base and indicating timer 
shown are additional. 


Steamcraft Junior steam cookers have so many advan- 
tages over other types of cooking equipment—it's no won- 
der hundreds of smaller operators are turning to these 
compact, hard-working economy models! They speed up 
your cooking schedule for many different foods, reduce 
shrinkage and food waste, save plenty on fuel cost. They 
cut down labor costs on handling and cleaning a lot of 
heavy pots and pans. Nothing burns, nothing scorches, in 
a steamer. A Steamcraft gets going quickly, and prepares 
perfectly cooked, appetizing, attractive food, full of good 
taste and valuable nutrients. 

Besides, you can use your 
Steamcraft also for pre-heat- 
ing, blanching, warming, and 
freshening various meats, 
baked goods, and vegetables. 

It cooks and conditions all 
these foods rapidly, efficient- 
ly, in quantities as needed. 


Steamcraft 1 or 2 compartment steam- 

ers are supplied for table or counter 

use, or with bases. Steam-Chef heavy 

duty steamers come in 1-2-3-4 com- 

partment sizes. Any of these steam- Steamcraft Cub counter model. 
ers may be obtained for direct steam Takes 3 full size pans or 6 half- 
line connection, or for electricity, or pans. Can be furnished with base. 
any kind of gas operation. Ask your Indicating timer shown, at slight 
Supply house or us for full details. extra cost. 


STEAMCRAFT DIVISION 
THE CLEVELAND RANGE COMPANY 


"The Steamer People" 


3333 LAKESIDE AVENUE, CLEVELAND 14, OHIO 


Steamerage, | 
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Nurses Say: 


"it’s the easiest and fastest 


high-low bed to adjust” 


Hu-Rom offers an entirely new idea in adjustable- 
height beds. Instead of the usual four posts, with all four 
posts serving as telescoping members, this new Hill-Rom 
bed has but two pedestals, with an improved telescoping 
action incorporating the use of a heavy coil spring in the 
innertube. 

This spring compensates for the weight of the bedspring, 
the mattress, and part of the patient’s weight, making it 
possible for the bed to be raised or lowered faster, with 
fewer turns and less effort on the part of the nurse. 

This new Hill-Rom high-low bed is a combination of 
wood and metal. Structural parts are of steel, with baked- 
on enamel finish. The panels are laminated 5-ply Walnut 
or Rift Oak. Size, 3’ wide x 7’-6” long. Either Hill-Rom’s 
standard heavy duty Gatch spring, the No. 15 crankless 
Trendelenburg or the No. 25 two-crank Trendelenburg 


spring may be used. 


Patients find it easy 
to get in and out of 
the Hill-Rom High- 
Low bed in the low 
position. 


Complete particulars on this new Hill-Rom 
High-Low Bed will be sent on request. 


HILL-ROM COMPANY, INC., BATESVILLE, INDIANA 


‘: HILL’ROM 
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When hospital patients 
require thorough intestinal 
ral [-Yelar isle mm ola lolamcomellere textile 
or surgical procedures... or 
experience transient costive 
distress... Phospho-Soda 
(Fleet) in larger doses is 
widely used to induce a 
prompt; complete evacua- 
tion, much like the response 
to an enema. Yet its gentle 
action is quite free from irri- 
tation, griping, or other ad- 
verse reactions. Samples on 
request. 
ospho-Soda (Fleet) is 
Gining in each 100 « 
vate 48 Gm. and sodi 
18 Gm. Both 'Phospho-Sodc 
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B. Fleet Ce fare 


Coe. heeer CO., INC. 
LYNCHBURG, VIRGINIA 


There is only one— 


PHOSPHO- 
SODA cuter 


A Laxative for Judicious Therapy 


ACCEPTED FOR ADVERTISING BY THE JOURNAL 
OF THE AMERICAN MEDICAL ASSOCIATION 
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MARY RONEY stands beside the 600-name doctors’ in-and-out register to be installed 
in the Jackson Memorial Hospital, now nearing completion in Jacksonville, Fla. The reg- 
ister, almost 9 feet long and 4'/2 feet high, is the largest to be constructed by its builder, 
a Los Angeles electric development company. Miss Roney installed the unit's wiring. 


of Pharmacy, by the New York 
branch of the American Pharma- 
ceutical Association. 

The medal is awarded to the in- 
dividual who has done most for 
American pharmacy during the 
previous year or whose contribu- 
tions to the advancement of the 
profession have been outstanding. 

Dr. Schaefer is an authority on 
pharmaceutical law and problems 
arising under state and federal 
food, drug and cosmetic legislation. 
He is the author of many papers 
and several textbooks and has been 
active in many pharmaceutical or- 
ganizations and committees. 


March of Dimes Grant 


The National Organization for 
Public Health Nursing has received 
a March of Dimes grant of $33,450 
to continue its joint orthopedic 
nursing advisory service to nurses, 
nursing schools and public health 
nursing agencies. 

The purpose of the program is to 
improve the techniques of patient 
care, particularly in principles of 
body mechanics and posture. 


Civil Defense Drill 


The first civil defense control 
drill to be held in a state institu- 
tion in Queens, N. Y., took place 
in June at the Creedmore State 
Hospital. The exercise was planned 
to test preparations to protect per- 
sons in institutions in the event of 
an enemy attack. 


New Name for Hospital 

The Corporation of New Eng- 
land Hospital for Women and Chil- 
dren, Roxbury, Mass., has an- 
nounced that permission has been 
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granted by the Commonwealth of 
Massachusetts to change the name 
to New England Hospital. The hos- 
pital has 193 beds and 75 bassinets. 















CURRENT LISTING OF 
NEW ASSOCIATION MEMBERS 















































NEW INSTITUTIONAL MEMBERS 


CALIFORNIA 


Agnew—Agnews State Hospital 
Auburn—DeWitt State Hospital 
Camarillo—Camarillo State Hospital 
Eldridge—Sonoma State Home 
Imola—Napa State Hospital 
Merced—Mater Misericordiae Hospital 
Modesto—Modesto State Hospital 
Norwalk—Norwalk State Hospital 
Patton—Patton State Hospital 
Sacramento—Department of Mental Hy- 
giene, State of California ; 
San Francisco—The Langley Porter Clinic 
Spadra—Pacific Colony 
Stockton—Stockton State Hospital 
Talmadge—Mendocino State Hospital 





FLORIDA 


DeLand—tThe Fish Memorial Hospital | 
Lantana—Southeast Florida Tuberculosis 
Hospital 


IDAHO 


St. Maries—St. Maries Hospital 
Twin Falls—Twin Falls Clinic Hospital 


ILLINOIS 
Peoria—Mahoney Convalescent Home 


1IOWA 
Hartley—Hand Hospital 


KANSAS 
Wichita—Sedgwick County Hospital and 
Clinic 
NEW MEXICO 
Las Cruces—Memorial General Hospital 


NEW YORK 
Lockport—Lockport City Hospital 


SOUTH DAKOTA 
Aberdeen—Bureau of Indian Affairs, Aber- 
deen Area Office 

TEXAS 
Austin—Holy Cross Hospital 
Canyon—Neblett Hospital 
Dallas—Elm Rest Hospital 

UTAH 
Dragerton—Dragerton Hospital 
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YARDSTICK OF QUALITY 


...more than 20 years long! 






The name Deknatel has been recognized as 
the Yardstick of Quality in surgical silk for 

more than 20 years. The reason for this lies 
in the unusual tensile strength of the suture 
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"Medi-Kar 


DEBS HOSPITAL SUPPLIES, Inc. 
118 South Clinton Street 
Chicago 6, Illinois 


material — the constant uniformity of diam- 
eter — and its extreme pliability. Deknatel 
- Surgical Silk is moisture and serum resistant 
ae —non-absorbable, non-capillary, and non- 
lider, slipping. The unvarying quality and uni- 
iring. formity of Deknatel Sutures have won the 
confidence of surgeons everywhere. 
» of Deknatel & Son, Queens Village 8, L.I., N.Y. 
ame Sold by Surgical-Hospital Supply Houses. 
10S- 
= DEKNATEL 
SURGICAL SUTURES 
“a. The First and Still The First 
RS a 
OTHER DEKNATEL PRODUCTS—DEKNATEL SURGICAL NYLON, MINIMAL-TRAUMA NEEDLES WITH ATTACHED SUTURES, NAME-ON BEADS 
e a) 
Nursing Help Available= 
24 HOURS A DAY! 
Hy- The DEBS Medi-Kar is like another nurse on your staff. Saves your 
Slinie nurses time and work—permits more nursing time for other duties. 
T 
: LOYMEN 
slosis oO N F Oo R E mM . 
name: DEBS Medi-Kar . 
: i ta 
ur nursing $ 
. Time-saver for yo : 
posiTION: Ti - on inover 300 leading hospitals. 
, ing with satisfaction! + cuts 
EXPERIENCE: Serv to 36 medications on one trip; ¢ 
. Distributes up f° . 
ricaTIONs: Dis ao ication § One of th t 
‘ oe tion time in 1/2. Positive se tig ‘eae 40: base alee 
edicati eamin ing service. 
ital . ifi tion system. Sturdy—made * g bber © 24 medicine glasses 
identifica Noiseless A-inch swivel ru _ 2 leaded, store hype 
: : . 
stainless steel. a ® Stainless steel water 
itch 
Aber- wheel casters. ake monk og ® wri steel covered 
_- w! tray for used syringes 
2 ee 8 ee ee ee © Neoprene covered rack 
g DEBS HOSPITAL SUPPLIES, INC. on. SORE REECE e ROTC ATE erie to hold 24 water glasses 
H 1185S. Clinton St., Chicago 6, Ill. P-28 ...a place for everything 
' Coulis His ee ak Hee eth — MORN nos cer ese cceccssccsccnescees St cas camlto dente 
. the omega roy how : will “'— . . . pod Lay alg from the 
nurses’ time and work in my hospital. URcececcesicueaws Te OC, ee 100. 
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USE in BOTH 

HOT and COLD 
LIQUIDS 


— Safe 

— Sanitary 

— Disposable 
—No Breakage 


—No Sterilizing 
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UNWRAPPED AND 
INDIVIDUALLY WRAPPED 



































ALL PACKING 500 TO BOX 
20 BOXES TO CASE OF 10,000 













Contact your Flex- 
Straw Distributor— 
ororderfromusand 
we will delegate 
your order. 










CANADIAN DISTRIBUTORS 


INGRAM & BELL, LTD. 
HEADQUARTERS TORONTO 


DEPT. A. 















FLEX-STRAW 
CORPORATION 
4300 Euclid Ave. 
Cleveland 3, Ohio 














WASHINGTON 


Mount Vernon—Rowley General Hospital 
be -* “ageliaataae Memorial Hospital, 
ne. 


CANADA 
Port Colborne, Ont.—Port Colborne Gen- 
eral Hospital 
Weston, Ont.—Humber Memorial Hospital 


AUSTRALIA 
Prahran, Victoria—Alfred Hospital 
PERSONAL 
Abrams, Lt. Col. John M.—Exec. Off.— 
United_States Army Hospital — Fort 


Riley, Kan. 

Anderson, Lt. Col. Robert S.—Asst. Chief— 
Hosp. and Operations Branch—Medical 
Plans and Operations Division — Surg 
Gen.’s_ Office—Department of Army— 
Washington 25, D.C. 

Blackmer, Leonard—Pub. Rel. Dir.—Engle- 
wood (N. J.) Hospital 

Bradshaw, E. Elois—Office Mgr., Bkpr.— 
Emerson Hospital—Concord, Mass. 

Cohan, Marvin—Asst. Supt.—Hasbrouck 
Heights (N. J.) Hospital 

Colizza, N. M. Arreaza, M.D.—Dir.—Cen- 
tral Hospital—Valencia, Venezuela, S. A. 

Daniels, illiam James—Student, Hosp. 

dmin.—University of Chicago 

Domnisch, Frank J. — Accountant — The 
Brooklyn (N. Y.) Hospital 

Dornblaser, Bright M.— Admin. Res. — 
Mary Fletcher Hospital—Burlington, Vt. 

Duncan, Robert R.—Trustee—Mount Au- 
burn Hospital—Cambridge, Mass. 

Harding, Donna—Supv. of Nurses—Me- 
morial Hospital—Mount Vernon, Ohio 

Hardy, George F. Jr.—Asst. to the Admin. 
—Good Samaritan Hospital—West Palm 
Beach, Fla. 

Horrocks, Harold—Admin. Asst.—Jewish 
Hospital of Brooklyn . 

Kahle, Vaughn D.—Student, Hosp. Admin. 
—Graduate School Public Health—Uni- 
versity of Pittsburgh 

Karpe, Henry R.—Mgr. Patient’s Accounts 
— Center Hospital—New York 

ity 

Kruger, Joseph—Pres. Bd. of Trustees— 
Allerton Hospital—Brookline, Mass. 
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To be sure, use Applegate 
superior indelible inks. 


Write for free booklet: Cloth Fabric 
Identification (Simplified and inexpensive). 
Made easy for both big and small users. 


Visit Booth 753, A.H.A. Convention, St. Louis 
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5632 HARPER AVE. Quon) AS cHicaco 37, aL 











Leech, George Vivian—Asst. to Admin— 
Martinez (Calif.) Community Hospital 
Lewis, Doris Edwards—Dir. of Dietetics— 

Butler Hospital—Providence, R. I. 
Lustig, Roslyn—Pers. Dir.—General Rose 
Memorial Hospital—Denver ; 
MacCurdy, Frederick, M.D.—Asst. Dir.— 
Florida Hospital Service Corporation— 
Jacksonville a 
Marshall, Beulah Frances—Supt.—Wichita 

Falls (Texas) Clinic-Hospital : 
Maybell, Robert E.—Asst. Adj.—Air Force 
Hospital—March Air Force Base, Calif. 
McNeal, Anna_ Belle — Supt. — Columbia 
(Pa.) Hospital 
Monaghan, Patrick B.—Supt.—Tolfree Me- 
morial Hospital—West Branch, Mich. 
Monkus, Frank—Student, Hosp. Admin.— 
Columbia University—New York City 
Mountz, Wade—Admin. Res.—Norton Me- 
morial Infirmary—Louisville, Ky. 
Peterson, Edith V.—Exec. Secy.—Massa- 
chusetts State Nurses Association — 
Boston 
Spencer, Donald—Trustee—Mount Auburn 
Hospital—Cambridge, Mass. : 
Wagner, Mrs. Florence G.—Admin.—Zur- 
brugg Memorial Hospital — Riverside, 


N. J. 
Wright, Marion J.— Assoc. Dir. — Harper 
Hospital—Detroit, Mich. 
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(Continued from page 38) 


interpreters, address all groups. 
Their own subscriptions are in- 
cluded in the early, pace-setting 
reports. 

Undoubtedly the insight, ener- 
gies, influence and giving of med- 
ical staff members are critical fac- 
tors in hospital capital fund 
success.—HOWARD T. BEAVER, pres- 
ident, Beaver Associates, Inc., Chi- 
cago. 


Campaign success depends 
partly on staff gifts 


SUCCESS IN A capital fund cam- 
paign for a hospital does depend in 
part upon the gifts of medical staff 
members. 

To nearly every layman the hos- 
pital is some doctor. His attitude 
toward the hospital is conditioned 
by what he sees of his doctor’s re- 
action to it. If his doctor does not 
want the hospital campaign to suc- 
ceed, the layman is quite unlikely 
to contribute his time or money to 
its success. If he discovers that his 
doctor and the other doctors, who 
know so well the hospital’s prob- 
lems and necessities, are not inter- 
ested enough to give liberally in 
proportion to their individual 
means, it is hard for him to believe 
that they want the campaign to go 
across. 

Doctors possess the common 
characteristic of “selling” much 
better and working harder at 
things in which they have a per- 
sonal investment. Doctors can bring 
others into campaign activity and 
get others to make campaign con- 
tributions when their own dollars 


’ go into the hospital treasury first. 


—CARLTON G. KETCHUM, president, 
Ketchum, Inc., Pittsburgh. 
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